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por appreciate the opportunity of participating in the wartime conference of 

the Canadian Public Health Association and of meeting so many of my pro- 
fessional colleagues from the Dominion. Our brotherhood on the battlefields of 
Europe strengthens ties which are already strong. As a member of the American 
Public Health Association for forty years I know what we owe to Peter Bryce, 
to Charles J. Hastings, to the elder and younger Amyot, and to many other 
Canadians who have helped so much to build up a vital sense of professional 
responsibility among the public-health workers of this continent. I have watched 
the development of your sister organization with admiration and I look to the 
CANADIAN JOURNAL OF PusLic HEALTH as one of the soundest and most effective 
technical publications in our field, in any country of the world. 

The war in which we are engaged has already exerted a profound influence 
on the content and on the emphasis of the science which we are applying to the 
welfare of mankind. Our operations in Africa, in southern Europe, in Asia, and 
in the islands of the South Seas have brought us face to face with problems such 
as malaria and dysentery and typhus fever which played a relatively small role 
in the peace-time health program of Canada and the United States; and the 
return of those troops to their homelands will certainly make these so-called 
“tropical diseases” of greater significance on our continent after the war. It is 
clear that we must pay more attention to fundamentals of basic sanitation which 
we have perhaps tended to regard somewhat lightly in recent years; and that our 
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schools of medicine and public health will find it necessary to provide thorough 
training in tropical medicine for those who are likely to seek careers after the war 
in those lands which are geographically and economically less fortunate than 
ours. 

Yet our major emphasis in the post-war period must be on the health prob- 
lems of Canada and the United States. We must not forget the engineering and 
bacteriologic procedures which have eliminated typhoid fever and cholera and 
diphtheria and typhus fever as important factors in the death rate. We must 
maintain the hygienic medical precautions which have so: largely controlled 
tuberculosis and infant mortality. The public health of the future must, however, 
be not only an engineering science, not only a medical science, but also a social 
science. The world of the future will not be interested solely in diminished 
death rates but in augmented health—health, in the sense of vigor and efficiency 
and satisfaction in living, not merely in the sense of postponing the writing of a 
death certificate. In the days to come, the health officer must increasingly 
interest himself in housing and nutrition and medical care and social security 
and mental hygiene. If he does not seize the opportunity in these new fields, he 
will become a spiritless cog in an antiquated machine; and leadership will pass to 
some other group less fundamentally qualified for the task than ours. 

In these new areas of public health, the problem of housing constitutes an 
outstanding challenge. Our brother health officers in England, where the advance 
of social thinking has been greater than on this side of the Atlantic, have in large 
measure met this challenge. One can scarcely take up one of their annual 
reports without finding a considerable section devoted to thoughtful consideration 
of the question of housing. In the United States, we find a similar interest in 
Baltimore and in Memphis but in few other jurisdictions. 

Yet if we consider objectively what factors (aside from heredity) really 
determine the physical and mental health of the individual, it is clear that the 
quality of the home, which constitutes the environment of the child in its tender 
and formative years, has preéminent importance. Eliel Saarinen, in his stimu- 
lating book on “The City, Its Growth, Its Decay, Its Future,” says, “It must 
be borne in mind that the family and its home are the cornerstones of society, 
and that man’s physical and mental development depend largely upon the charac- 
ter of the environment in which he is nurtured as a child, where he spends his 
manhood, and where he does his work.” From the standpoint of a planner he 
accepts the principle that “The primary purpose of the city is to provide adequate 
living and working accommodations for its population.” Should it not be a 
primary purpose of the health officer to see that this end is attained ? 

It was such a line of reasoning which led the Health Organization of the 
League of Nations to create an international Housing Committee and to suggest 
to the various member nations the establishment of national committees to work 
on the problem. In response to this appeal, a Committee on the Hygiene of 
Housing was set up by the American Public Health Association in 1937 and has 
functioned actively since that date, with the generous support of the Milbank 
Memorial Fund and other foundations. 
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Our first task, as a committee, was to formulate the fundamental objectives 
to be attained, which were published in 1939 under the title “Basic Principles of 
Healthful Housing” (1). In this document, we outlined thirty such basic 
principles as essential to the healthful home, and under each heading formulated 
definite requirements and methods of attainment of each of the specific goals. 


The thirty essential needs which must be met if the ideals of healthful housing 
are to be attained are listed below: 









A. Fundamental Physiological Needs 
1. Maintenance of a thermal environment which will avoid undue heat loss from 
the human 
Maintenance of a thermal environment which will permit adequate heat loss from 
the human body. 
Provision of an atmosphere of reasonable chemical purity. 


Provision of adequate daylight illumination and avoidance of undue daylight glare. 
Provision for admission of direct sunlight. 

Provision of adequate artificial illumination and avoidance of glare. 

Protection against excessive noise. 


. Provision of adequate space for exercise and for the play of children. 


B. Fundamental Psychological Needs 


9. Provision of adequate Privacy for the individual. ® 

10. Provision of opportunities for normal family life. 

11. Provision of opportunities for normal community life. 

12. Provision of facilities which make possible the performance of the tasks of the 
household without undue physical and mental fatigue. 

13. Provision of facilities for maintenance of cleanliness of the dwelling and of the 
person. 

14. Provision of possibilities for esthetic satisfaction in the home and its surroundings. 

15. Concordance with prevailing social standards of the local community. 


C. Protection Against Contagion 


16. Provision of a water supply of safe, sanitary quality, available to the dweller. 

17. Protection of the water-supply system against pollution within the dwelling. 

18. Provision of toilet facilities of such a character as to minimize the danger of 
transmitting disease. 

19. Protection against sewage contamination of the interior surfaces of the dwelling. 

20. Avoidance of insanitary conditions in the vicinity of the dwelling. 

21. Exclusion from the dwelling of vermin which may play a part in the transmission 
of disease. 

22. Provision of facilities for keeping milk and food undecomposed. 


23. Provision of sufficient space in sleeping-rooms to minimize the danger of contact 
infection. 
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D. Protection Against Accidents 


24. Erection of the dwelling with such materials and methods of construction as to 
minimize danger of accidents due to collapse of any part of the structure. 

25. Control of conditions likely to cause fires or to promote their spread. 

26. Provision of adequate facilities for escape in case of fire. 

27. Protection against danger of electrical shocks and burns. 

28. Protection against gas poisonings. 

29. Protection against falls and other mechanical injuries in the home. 

30. Protection of the neighborhood against the hazards of automobile traffic. 












With certain of these objectives, society has concerned itself from time 
immemorial. At Pompeii, in the year 10 B.c., even for such a necessary public 
work as the city wall, built only “to the height of the tiles,” the city council paid 
3000 sesterces in compensation to owners of dwellings whose light was cut off 
thereby. Some 800 years later, a poor widow complained to the Byzantine 
emperor, Theophilus, that the new palace of his brother-in-law, Petronas, had 
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illegally darkened her house “so as to render it almost uninhabitable.” The 
emperor ordered redress and, when his order was disobeyed, he caused the 
palace to be demolished and Petronas to be flogged. In the reign of Queen 
Elizabeth, two landlords who had built and subdivided a tenement in Hog Lane 
for the use of poor tenants so as to create insanitary conditions were fined and 
committed to the Fleet Prison. Indigent tenants occupying the substandard 
dwellings were specifically permitted to remain in them, without paying rent, 
and on the departure of these tenants the buildings were to be torn down. 

Health officers have traditionally included certain of our basic objectives in 
their routine sanitary inspection program. Your Association has prepared a 
pamphlet on “Model Provincial Housing Regulations” which is an admirable 
guide to authorities preparing to draft housing regulations or by-laws, and covers 
many of the points in question, such as lot overcrowding, provision of adequate 
window area, room sizes, privacy, conditions of cellar and basement, water 
supply and sewage disposal, plumbing, toilet and bathing facilities, structural 
maintenance and overcrowding. The city of Toronto, in a by-law enacted in 1936, 
includes structural maintenance, provision of adequate heating equipment (a 
valuable clause not found in many housing laws), adequate window area, 
occupancy standards, water service (but not a bath), a water closet for each 
ten occupants and food-storage receptacles—with exceedingly interesting ma- 
chinery for loans by the city to property owners unable to pay for needed repairs. 
Toronto has been a pioneer in the improvement of substandard housing con- 
ditions; and a combination of its by-laws with the Model Provincial Housing 
Regulations would provide standards far ahead of generally existing legislation 
in the United States. 

In the future, it would be desirable to include in the framework of housing 
legislation reference to such factors as artificial lighting, minimum kitchen 
equipment and refrigeration of food, with more detail as to room sizes and 
layouts, control of vermin, protection against home accidents of various sorts 
and environmental hazards such as noise, fumes and dangerous traffic conditions. 
The importance of kitchen equipment is emphasized by the fact shown by recent 
studies that some 60 person-hours of home-making activities per week are 
required in the average dwelling. The avoidance of undue fatigue in the per- 
formance of these household tasks is a problem in industrial hygiene of no mean 
magnitude. The significance of provision for home safety is obvious from the 
fact that over 30,000 deaths occur in the United States each year in the home 
from accidental causes, a figure nearly as high as the total of automobile accidents 
and nearly double the total of industrial accidents. As to certain items in the 
Basic Principles which appear at first glance to be merely esthetic and social, 
it may fairly be said that, under modern conditions of American society, an 
emotional sense of inferiority due to living in a substandard home may often 
be a more serious health menace than any insanitary conditions which are likely 
to be associated with housing on our continent. 

Even more important, perhaps, than the detailed content of a housing code 
is the way in which that code is used. In too many cities the interest of the 
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health department in regard to housing is limited to those peculiarly gross irregu- 
larities which arise through spontaneous complaints. How far would we have 
progressed in the control of communicable diseases—or in the regulation of food 
sanitation—if these activities had been limited to the stimulus of citizen com- 
plaint? In the housing field, as in the exercise of these older functions, nothing 
less than regular systematic inspection of all premises (except those of relatively 
high economic status) can form the basis of a rational and comprehensive pro- 
gram of sanitary improvement. That is why the 1938 edition of the Appraisal 
Form for Local Health Work of the American Public Health Association contains 
the following criteria for standard health service. 


“cc 


a. Are data maintained by any city department concerning the total supply 
of dwelling accommodations including new construction, demolition, and vacancy ? 


“Does any city department maintain a file of ‘sub-standard’ (structurally 
unsafe) dwellings? 


“b. Are all plans for new dwellings or alterations on existing dwellings 
examined, and is approval mandatory, by the health department or some other 
city department, before building operations are commenced, in order to insure 
adequate space, light, ventilation, and sanitary equipment ? 


“If approval of plans is by a department other than the health department, 
was the health department concerned in the establishment of standards for space, 
light, ventilation, sanitary equipment ? 


“c. Does the health department have legal powers to demolish or control 
the occupancy of such ‘sub-standard’ dwellings? 


“d. Does the department have power to inspect existing dwellings with 
regard to space, light, ventilation, and sanitary equipment?” (2) 


To carry out any systematic program of evaluation of housing conditions, 
new administrative tools are essential. For this purpose, the Committee on the 
Hygiene of Housing has been at work for the last three years on a new method 
of measuring the quality of housing, which we hope will prove of substantial 
value. Our purpose has been to prepare an appraisal form which would provide 
a quantitative measure of the extent of substandardness in a given dwelling, in 
which the health department is interested from the standpoint of administrative 
orders; and which may also be used for a comprehensive survey of blocks and 
areas and the mapping out of those areas in which existing buildings should be 
cleared out as hopeless slums and those in which removal of certain structures 
and correction of defects in others offer promise of rehabilitation for the existing 
neighborhood. It seemed essential that the inspection required should be of a 
character to be carried out by the average health department inspectorate; and 
through extensive field experiment we have devised tests of even such a difficult 
factor as structural deterioration which yield results correlating closely with the 
judgments of experienced experts in building construction. 

The appraisal system we have prepared includes two types of inspection 
forms, the first of which relates to a single structure and its individual dwelling 
units. This form includes 30 specific items susceptible of either a present-or- 
absent check or a simple quantitative objective measurement. It deals with 
such problems as water supply, sewage disposal, toilet and bathing facilities, 
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condition of repair, safety of egress, adequacy of daylight, type and distribution 
of heating facilities, sanitary condition of the premises, completeness of landlord 
services in multiple dwellings, room sizes, overcrowding, rent, family size and 
composition, and family income. In presenting the results, distinction is made 
between relatively fixed physical conditions and the changeable factors of 
occupancy and maintenance, since remedial action must recognize clearly where 
responsibility lies. 

A particularly important innovation is a second type of appraisal form which 
deals with the neighborhood environment of the dwelling, a factor generally 
ignored in earlier studies but an essential element in housing adequacy. The 
neighborhood criteria (25 in number) include crowding of land by buildings, 
industrial and commercial uses intermixed with residence, hazards associated 
with streets and nearby railroads, adequacy of public utilities, and availability of 
essential community services—schools, transportation, parks and playgrounds. 

After these forms have been filled out by the field inspectors, they are 
scored in the office on a system which allots a certain number of penalty points 
to each item, according to our evaluation of the health hazard involved. Thus, 
a slight impairment of daylight by adjoining structures may entail a penalty 
of 2 points, while the absence of any toilet facilities on the premises entails a 
penalty of 40 points. In many cases partial penalty scores are awarded for 
intermediate conditions. The worst possible score for an individual structure 
is over 400 penalty points; the worst score for a neighborhood is 366 penalty 
points. In addition to this over-all quantitative measure, the appraisal form 
provides for the recording of certain Basic Deficiencies—any one of which may 
furnish a basis for legal action. 

Provision is made for including special local items—for example, window 
screening, which is not scored in northern cities, might be important in a malarial 
region—and for modifying the penalty scores for any item to meet local or 
regional conditions. While most of the penalties in our standard rating scale 
are believed applicable to all cities, it is clear that some items will need such 
adjusting. For example, the penalties for inadequate heating equipment must 
be higher in northern climates than in the South. 

For the urban areas of the eastern United States we have made repeated 
controlled checks of the technique and find that it stands up under test. The 
over-all quantitative penalty score checks closely with the presence of gross Basic 
Deficiencies which would justify immediate legal action; and the application of 
the scoring system over wide areas makes it possible to map out very clearly 
the extent and the limits of urban blight. Thus, a good residential area in New 
Haven (used as a check) showed a range of penalty scores for individual dwellings 
from 0 to 38 with a median of 10; while a bad slum district showed penalty scores 
ranging from 67 to 165 with a median of 138. 

This particular New Haven study, undertaken under the sponsorship of the 
local and State health departments, the U.S. Public Health Service, the local City 
Plan Commission and the local Housing Authority, covered 1280 dwelling units 
chosen at random to represent 2500 dwelling units in 35 blocks of the city. The 
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collection of data required 4 man-months of field inspector’s time and the scoring 
and tabulation less than 4 months’ time of one clerk (3). 

This moderate amount of work is making it possible for the city authorities 
to arrive for the first time at a basic understanding of housing needs in a sub- 
stantial portion of the city. It is worth remarking that had not the 4 man-months 
of field work been assigned to this productive purpose, they might well have been 
spent on relatively aimless investigation of nuisance complaints to the health 
department. A sanitary engineer in the group which viewed the first findings 
of this study exclaimed, “I would be glad to see my inspectors drop all work 
based on nuisance complaints for two years if necessary, to get this kind of rock- 
bottom information. On the basis of such material we can begin to plan for some 
kind of lasting remedy. We could go on for twenty years with ordinary inspec- 
tion methods, and at the end of that time be exactly where we started.” 

The Committee on the Hygiene of Housing believes that the use of such 
an appraisal technique on any considerable scale will have effects of the first 
importance for public policy in housing and city planning. We believe, further- 
more, that public-health departments have a striking opportunity to promote 
among other city agencies the idea of jointly measuring and interpreting the 
local housing problem, for purposes such as those discussed. 

Only by appraisals of some such type can neighborhoods be classified as 
to their fitness for continued housing use or their need for clearance and recon- 
struction. As one of our subcommittees has said, “We must begin to think 
of comprehensive housing programs in which systematic inspection and official 
designation of substandardness by areas will serve to guide the agencies of 
reconstruction into slum areas where improvement under the police power is 
hopeless, but which may offer prime opportunity for rehousing or other rehabili- 
tation projects. In other words, the vigorous and imaginative exercise of 
regulative powers may supply for the first time a method of earmarking whole 
districts, helping to indicate both the relative urgency and the types of construc- 
tive programs needed for improvement or rebuilding.” 

Another important problem in this field is that concerned with legal and 
administrative factors in the control of substandard housing. The Committee 
on the Hygiene of Housing is working on this problem in co-operation with a 
group of experts in administrative law. On the legal side, one of the primary 
problems is whether we should attempt to formulate detailed and specific 
standards in a code enacted by the ordinary legislative bodies (as in Toronto) 
or whether we should delegate to a small expert body (such as the Board of 
Health) the power to formulate detailed regulations (as in Baltimore). I per- 
sonally prefer the latter procedure as more flexible, since we must hope that 
conditions will steadily improve and it is much easier to modify health department 
code regulations than legislative enactments. In any case, our housing codes 
should be made much more modern and much broader in their scope than is now 
generally the case. From an administrative standpoint, the co-ordination of the 
work of inspectors employed by the health department, the building department, 
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and the fire department is of primary importance. 
important advances in such a program (4). 

No improvements in procedures for the condemnation or rehabilitation of 
existing dwellings will carry us very far along the road unless it is combined 
with a more positive approach to the problem of providing adequate replacements 
for the slum. For centuries, a few exceptionally bad examples of insanitary 
housing have been eliminated by the process of condemnation; but the total of 
progress accomplished has been infinitesimal in its results. The reason is 
extremely simple. It is quite useless to demolish substandard tenements without 
providing good dwellings for their evicted populations. If all the unsafe and 
insanitary dwellings in any American city were condemned at once, a quarter 
or a fifth of the population would be camping in the streets. The provision of 
decent living quarters for the lower economic group at rents which that group 
can afford to pay is the only practical answer to the housing problem. 

This is the answer which has been found by the nations of Western Europe 
—by England and Holland and Sweden and Denmark—for the last quarter of 
a century. It is the answer we have at last reached in the United States since 
1937. 

To make the nature of the problem clear, let me cite the actual figures 
involved in New Haven, as typical of a medium-sized New England city. Actual 
figures would be higher in New York, lower in many rural areas ; but the principle 
is the same. Our three federally-aided low-rent housing projects provide 
adequate, decent, healthful housing, with the reasonably esthetic quality which 
those words imply—but with no frills and with every item of cost reduced to a 
minimum. ‘The row houses and apartments provided rented in 1941 for an 
average of about $20 a month (including heat, light, water, and refrigeration), 
a sum which can be paid on a family income of $1200. To make this possible, 
however, required a subsidy in the form of federal grants and local tax exemption 
of $20 per dwelling unit. In other words, even with maximum economy, no profit, 
low interest rates and the power of condemning land, unsubsidized housing could 
not be provided for a family of average size with an annual income lower than 
$2400. With normal opportunity for profit the rent would have been at least 
$50, corresponding to a family income of $3000. 

It is clear, then, that we must recognize three major groups of the 
population, so far. as housing is concerned: those (in New England cities, with 
family incomes of about $3000 and upward) who can be served by the private 
speculative builder without any special privileges; those (in New England cities 
with family incomes of about $2400) who could be served without subsidy if 
large-scale operation, low interest charges and protection against exorbitant land 
costs were secured ; and those in the $1200 level who can only be provided with 
decent dwellings by aid of subsidy. It is this last part of the program which 
has been begun under the United States Housing Authority Act of 1937 and has 
provided adequate living quarters for 185,000 families. 

To the housing of the middle income group, private capital can make a 
substantial contribution, if aided by appropriate legislation granting protection 


Hartford, Conn., has made 
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against exorbitant land costs and excessive interest charges. It is reasonable 
that the community should bear some part of this burden of inflated urban real- 
estate values which have been encouraged by our past neglect; but special 
privileges granted to private capital must be carefully safeguarded to make sure 
that the end-result is in the public interest. 

For the lower economic levels of the population, governmental subsidy in 
some form must be an essential part of our program. 

The seriousness of this problem was brought to the attention of the Canadian 
people by a conference of Dominion and Provincial Governments in 1918. Later, 
in 1935 and in 1938, the Dominion Housing Act and the National Housing Act 
were successively placed on your statute books; but lack of adequate administra- 
tive machinery and neglect of certain important economic factors (5) prevented 
any substantial progress except in the city of Toronto. England has, however, 
for a quarter of a century carried out a sound and fruitful program of this kind, 
and we, in the United States, have made a promising start since 1937. In the 
next era of peace we may look forward to notable advance along such lines on 
this side of the Atlantic. Our cities are decaying at the core. It is no mere 
figure of speech to talk of “blighted” areas ; for city-blight is as deadly in its spread 
as malignant growth in the human body. Our only hope lies in intelligent planning 
and courageous action if the municipal organism is to be saved. 

In this great process of urban reconstruction, the health officer must play 
an important part. Such exact knowledge of housing conditions in various areas 
as the health officer should possess will be invaluable to planning authorities and 
housing authorities in selecting housing sites and in determining the ultimate use 
to which a given area of the city should be put. His legal authority must be 
utilized in condemning the structures to be eliminated and in improving the struc- 
tures to be rehabilitated. In the completed new housing projects, which will be 
neighborhoods—not mere aggregations of buildings—we will find ideal oppor- 
tunity for the development of health centres and intensive local health programs. 
Through such participation, he will share in the great post-war task of planning 
for a world which is free from want—the most challenging and most difficult 
task with which the human race has ever been confronted. 
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Britain’s Development of Preventive Medicine 


SIR ARTHUR S. MacNALTY, K.C.B. 
Formerly Chief Medical Officer of the Ministry of Health 


— great work of sanitary reform has been perhaps the noblest legislative 

achievement of our age, and if measured by the suffering it has diminished, 
has probably done far more for the real happiness of mankind than all the many 
questions that make and unmake Ministries,” wrote W. E. H. Lecky, in “De- 
mocracy and Liberty” (1896). 

At first, organized preventive medicine concerned itself chiefly with environ- 
mental hygiene. The years 1875 to 1900 covered a long series of progressive 
reforms under the direction of the Local Government Board, which supervised 
such local government as related to the public health and the relief of the poor. 
These reforms comprised general sanitary improvements, pure water supplies, 
pure food supply, provision of isolation hospitals for infectious diseases, public 
vaccination, the supervision of slaughter-houses and common lodging-houses, etc. 
Local authorities obtained control over housing, and powers to condemn slums 
and to provide new housing accommodation. Infectious diseases were made noti- 
fiable, while port sanitation prevented the admission of fresh disease and plague 
and pestilence. 

These measures were followed by a great improvement in the national health. 
The water-borne diseases have become almost negligible. Cholera has been 
abolished among us and typhoid is now a rarity, though we still keep on the 
watch for epidemics caused by “carriers.” Personal cleanliness and lessened over- 
crowding have stamped out typhus, the deadly “jail fever,” which spread from 
the prisoner in the dock to the judge on the bench. Every second person we 
meet is no longer scarred with smallpox. Britain has been the great pioneer 
of preventive medicine ; all the fundamental discoveries and measures had origin 
here and for a long time Britain stood alone in their application. 

The great advances made in medical and natural science contributed largely 
to administrative progress. For this was the age of Darwin, Huxley and Lister, 
of Pasteur, Simpson and Koch, of Stephenson and Watt, the first who ever burst 
into those silent seas of knowledge and revealed new learning in biology, antiseptic 
surgery, bacteriology, anaesthetics and engineering science. The skill and 


experience of many have all been assembled to constitute the science of public 
health. 


HousING AND Factory LEGISLATION 


The succeeding trend of preventive medicine from the reign of King 
Edward VII onwards has been in the direction of preventing the contraction 
and transmission of disease in human beings. Progress in environmental hygiene 
has not stood still. There have been a number of Housing and Town Planning 
Acts and factory legislation. 
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From 1919 to 1938 the number of new State-aided houses was about one and 
a half million, and private enterprise, without subsidy, produced nearly two and 
a half million houses, so that four million new houses have rehoused about one- 
third of the whole population. The housing policy of the State has a threefold 
objective: the eradication of the slums, the abatement of overcrowding, and the 
provision of new houses at as low a rent as possible. Workers in mines and 
factories now pursue their vocations in a healthier atmosphere, there is less risk 
of disease, crippling and death, and lead and other forms of poisoning in industrial 
processes, as well as silicosis, have been greatly diminished. 


Tue INpDIvipuAL HEALTH SERVICES 


Preventive medicine enlarged its activities some thirty years ago by taking 
the individual in hand, by promoting facilities and education for keeping him 
healthy, and by treating his disease in order to safeguard the community. 

The State made an important contribution to this wider interpretation of 
public health by introducing school medical inspection in 1907. Medical inspec- 
tion of school children has separated the impaired and defective child from the 
normal and healthy, arrangements have been made for attending to the health 
of both sick and healthy children, many morbid conditions have been reduced, 
the general physique of school children has improved ; and in addition to direct 
medical results, the teaching of hygiene and cleanliness, the physical training and 
the provision of milk and school meals have reformed the physical condition of 
the children of this land beyond all comparison with the past. A health con- 
science is developing both in the children and their parents. 

During the past thirty years the larger authorities—the counties and county 
boroughs—have been given much greater powers as guardians of the public health. 
They were made responsible for the individual health services, the maternity 
and child welfare services (for the most part), the public assistance medical ser- 
vice for necessitous persons, the tuberculosis and venereal-diseases services, the 
cancer service, the orthopaedic service, the hospital services (including to some 
extent pathological services), and the mental-hospitals service. 

The Ministry of Health initiated these services by promoting legislation 
which made them a duty of the county councils and county borough councils, 
and by administering the Government grants in aid of them. The cost of the 
services is thus defrayed partly by the State and partly by local rates. The 
Ministry lays down the lines on which these services are administered by the 
local authorities, approves the scheme of work, inspects the services through its 
medical officers, and by health surveys sees that a proper standard of efficiency 
is maintained, having regard to the individual authority’s resources and needs. 
But the actual work is done by the county council and the county borough council 
with the advice of their medical officers of health. 

The National Health Insurance Medical Service set up in 1911 is of primary 
importance in confirming the role of the medical practitioner as the first line 
of defence in combating disease. Normally, some 17,000 medical practitioners 
in England and Wales are engaged in this health service. It provides a means 
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whereby the industrial workers of the country can have ready access to medical 
advice, not only for actual ill-health, but for guidance in how to keep their health. 
The Service is administered centrally by the Ministry of Health and locally by 
Insurance Committees. 

In Wales the Welsh Board of Health is part of the Ministry of Health, while 
the Department of Health for Scotland exercises functions similar to those of the 
Ministry. 

VirTaL Statistics—A FAVOURABLE COMPARISON 


Two world wars seemed likely to set back the hands of the clock of social 
progress. But let us look at some comparative vital statistics. The death rate 
for England and Wales about the year 1900 was 18 per 1,000, whereas since 
1918 it has been in the neighbourhood of 12 per 1,000. In 1938, the last unbroken 
year of peace, it was 11.6 per 1,000 persons. 

Tuberculosis is a disease whose ravages are prone to affect the youthful 
and adolescent, as well as the adult, members of the population. The death rate 
from tuberculosis serves as a convenient index of the success of public-health 
measures. At one time tuberculosis occupied first place among the principal 
epidemic or general diseases as a cause of mortality. It has fallen from that dis- 
graceful pride of place. During the 25 years before 1936 the standardized death 
rate from pulmonary tuberculosis declined by 49 per cent, and for non-pulmonary 
tuberculosis by as much as 69 per cent. The crude death rate from all forms of 
the disease was 635 per million, the lowest figure yet recorded. In the decade 
1911-20 the number of deaths each year from tuberculosis (all forms) was about 
52,000, “a thousand funerals a week.” In 1938 this figure was only 26,176 or 
nearly half the average figure in 1911-20. 

In the period 1896-1900 the infant mortality rate per 1,000 live births was 
156. In 1938 it dropped to the then record figure of 53. 

The maternal mortality rate, which for many years had averaged over 4 
per 1,000 live births, began to decline in 1936 and by 1938 had reached the then 
record figure of 2.97. This fall coincided with special measures undertaken for 
the care of women in childbirth and with special chemotherapy for puerperal 
sepsis. 

These are salient examples of the improvement in national health brought 
about by preventive medicine. In 1939 when the British nation were forced 
into totalitarian war, they marched into battle fortified by better physique and 
better health, the gifts of medical and public-health progress. 


Pustic HEALTH IN WAR 


War favours disease, and the task before the State and health authorities 
both before and in the early years of the war was a stupendous one. Important 
and extensive as public-health responsibilities were during the last war, they are 
vastly increased in the warfare of today. The discoveries of science have placed 
more powerful weapons of destruction in the hands of man. The aeroplane flies 
bearing death between its wings. The cities of our land are no longer cities 
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of refuge for invalids, women and children, but may become the most vulnerable 
centres of attack. As war also exposes populations to the risks of famine and 
malnutrition, to liability to the contraction of infectious diseases and epidemics 
through overcrowding, movements of population, increased fatigue and lowering 
of bodily resistance, grave apprehensions were expressed that the national health 
would seriously deteriorate. 

With these fateful considerations in mind, the British Government had to take 
important measures of protection, as well as maintaining the public-health ser- 
vices and adapting them to war conditions. Two important measures were the 
organization of an emergency medical service for the treatment of air-raid 
casualties and of the wounded, in itself a stupendous task, and the evacuation 
scheme which included the transfer of school children, expectant mothers, young 
children, cripples, and blind persons from urban centres to other areas less 
exposed to German air-raids. 

These war schemes at first were far from perfect. In the light of after- 
events it can be seen that many mistakes were made, many unnecessary plans were 
devised, and there was much waste of effort in preparing for eventualities which 
never arose. These defects were practically inevitable in a new organization 
and certainly inevitable in a war which has taken a course different from the 
campaigns of the past. On the whole they met with great success. This was due 
to careful central planning, to continual overhauling of the machine, and above 
all to the loyal co-operation of doctors, students, nurses and hospital and social 
workers of every kind. The Medical Research Council in conjunction with the 
Ministry of Health set up a comprehensive laboratory service throughout the 
country. They are also making investigations in war problems of disease such as 
burns, gas gangrene, blast injuries, etc. 

Under the sure shield of the British Navy the food supplies of the country 
are being maintained, and the present scale of rationing is equitably administered 
by the Ministry of Food and is fully adequate for good nutrition. The prevention 
of scurvy, scurvy rickets, rickets and other deficiency diseases is included in the 
economic defence of the country. Due provision is being made for milk for 
children and expectant mothers, school meals for children, and communal feeding 
centres. Under the Ministry of Labour and National Service, industrial health 
is being maintained in factories and workshops with advances in medical and 
welfare services. 

The vital statistics of Britain on the whole continue to be satisfactory. The 
decline in infant and maternal mortality has been maintained. Two evils, tuber- 
culosis and venereal diseases, both “camp-followers of war,” have given some 
cause for anxiety, but further special measures have been organized to combat 
them. There have been no large epidemics and any outbreaks that arise are 
promptly tackled by the health authorities. Diphtheria is still too prevalent; the 
campaign for immunization against that disease is being urgently pressed and 
with success. 

The sulphonamide preparations are in general use and have reduced the 
mortality from pneumonia, cerebrospinal fever, puerperal fever and other diseases 
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to a remarkable degree. Encouraging researches are proceeding on the applica- 
tion of penicillin to war wounds and disease. In brief, British preventive medicine 
is not only achieving a remarkable and unprecedented success in the present war, 
but its scope and range are being extended. 


PLANS FOR THE FUTURE 


It is an encouraging sign of confidence in victory that while we are engaged 
in a life or death struggle for freedom we can still find time for future planning 
in public health. 

In the preceding pages the triumphs of preventive medicine have chiefly 
been described. It is not denied, however, that in their practical application 
there is still much scope for improvement. The chief defects are as follows: the 
number of small local authorities whose resources are too meagre to enable them 
to fulfil their public-health duties adequately ; the complexity of both central and 
local government; the fact that the various health services were not planned 
comprehensively, but were established independently to serve some individual 
need ; and the necessarily permissive character of various health reforms. 

All this makes the task of the medical administrator in maintaining and 
advancing the public health a complicated and arduous one. A distinguished 
civil servant said to me: “It is astonishing that with such unwieldy machinery 
public-health reform has achieved so much for the national health.” It is astonish- 
ing, indeed, and only the democratic and individualistic spirit of the British people 
could have made the machine work. 

But the defects and limitations of the present system are realized and 
numerous schemes and plans are being ventilated both officially and unofficially. 
It is the Government’s declared intention to fulfil the intentions of Assumption 
B of the Beveridge Report by establishing a comprehensive medical service. 
It seems an inevitable condition of such a service that it should be closely associ- 
ated with the public-health services of the local authorities. 

For health is more than a question between doctor and patient, valuable as 
is this relationship. The environment and social conditions of the patient need 
full attention and preventive medicine must employ a social armamentarium as 
well as a medical one in order to maintain and improve the public health. This 
means a marshalling of all forces—medical, environmental, social, and individual, 
to prevent and to combat disease. This truth has to be fully realized by the 
medical profession and the public at large. One of the first steps is the focusing 
of the attention of the medical student on the prevention of as well as the cure of 
the maladies to which flesh is heir. A notable means to this end is the recent 
establishment of Chairs of Social Medicine at the Universities of Oxford and 
Birmingham. Another is the work of the Central Council for Health Education 
in educating the community in hygiene and the avoidance of disease. Post- 
graduate medical education is receiving increased attention. 

A comprehensive medical service is to be established and a White Paper 
on the subject is shortly to be issued by the Minister of Health. It may be 
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observed here that the nuclei of such a service are already present in the Insurance 
Medical Service, the Public Assistance Medical Service, the health services and 
hospitals of the local authorities, the voluntary hospitals, the specialist provision 
made by municipal and voluntary agencies and the planning of the Emergency 
Medical Service. The task is to combine this scattered provision into one har- 
monious whole. In all these schemes of reform many complicated problems are 
presented which only time, patience and experiment can solve. 

In this article an attempt has been made to show the great advances made in 
preventive medicine in Britain and the many forms of work—medical, social and 
economic—which are assembled with a view to the prevention of disease and the 
maintenance of physical and mental efficiency. This country has hitched the 
wagon of preventive medicine to the star of hope in its aspirations for the future. 
Wolfe said in his last dispatch to Pitt—‘‘The affairs of Great Britain I know 
require the most vigorous measures.” This is equally applicable to the campaign 
for national health. Much still remains to be done. With the knowledge of 
what has been already achieved, Britain goes forward with renewed confidence, 
for every year medical research forges new weapons for the fight against disease. 





The Venereal-Disease Control Program in the 
United States 


J. R. HELLER, Jr. 


Assistant Surgeon General 
Division of Venereal Diseases 
United States Public Health Service 
Washington, D.C. 


" is a great honor to appear before this gathering of outstanding physicians, 

civilian and military health authorities and representatives of other public 
and private organizations who are interested in the control of syphilis and 
gonorrhea. I bring you greetings from Doctor Thomas Parran, Surgeon General 
of the United States Public Health Service, and his best wishes for the complete 
success of the program which will grow out of these deliberations. Doctor 
Parran wishes me to express to you his regret that urgent official business has 
prevented his being with you. 

I am sure I do not need to tell you of Doctor Parran’s deep and abiding 
interest in any effort that is being made anywhere whose purpose is reducing 
the ravages of syphilis and gonorrhea. When that effort is taking place in the 
great Commonwealth of Canada, with whom we have so many ties of friendship, 
of common interest on professional and personal grounds, then his interest, like 
that of all of us in the U.S. Public Health Service, is particularly keen and 
friendly. 

My purpose today shall be to describe those broad general principles which 
apply to venereal-disease control wherever it is attempted, among any people or 
in any country. Then I shall explain how we have applied those principles to the 
venereal-disease problem as it existed and now exists in the United States. If 
our experience can offer any measure of help or guidance to you, then I shall 
have served my purpose in coming before you. 

Our present program had its real beginning with a meeting held in Washing- 
ton in 1936. Headed by Doctor Parran and his right-hand assistant, Doctor 
R. A. Vonderlehr, my predecessor in charge of the Division of Venereal Diseases, 
this group included such illustrious names as J. E. Moore, Edward S. Godfrey, 
Earl Brown, Walter Clarke, John H. Stokes, Percy S. Pelouze, Nels Nelson, 
Udo Wile, H. H. Hazen and others familiar wherever the subject of venereal 
diseases is discussed. There were also representatives of the nursing profession ; 
there were sociologists, social workers, economists, publicists and plain, ordinary 
citizens. 

This and subsequent meetings aroused great public interest which in 1938 
was resolved into a practical plan of action by the Congress of the United States 
through enactment of the National Venereal Disease Control Act. From a low 
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financial ebb of 1935, when the Federal appropriation for venereal-disease control 
was only $62,255 and when State appropriations generally were in proportion, the 
funds have steadily risen to our present relatively strong position. In 1943 an 
estimated $20,000,000 was devoted to public venereal-disease control in the 
United States. Of this amount $12,500,000 were Federal funds; most of the 
remainder was made up of State and local government contributions. 

It has been recognized all along that the venereal-disease problem transcends 
political boundaries. Although our American philosophy of public health is 
one which places the main emphasis on State and local responsibility, experience 
has shown that those States and communities having greatest need for publicly 
financed venereal-disease control are the ones least able to provide the necessary 
funds. Federal funds therefore are used to supplement State and local resources 
through the grant-in-aid mechanism. Federal participation consists mostly of 
technical and administrative guidance. Allotments of Federal venereal-disease 
funds to the States is made by the Division of Venereal Diseases according to 
a formula which takes into consideration population, financial need and the extent 
of the venereal-disease problem. The Division also conducts laboratory and field 
research, training and demonstration programs, provides advisory and consulta- 
tive services, and to meet acute problems growing out of the war, lends especially 
trained physicians, nurses and other workers to the States. 

Out of all its 150 years of hard-won experience, the U.S. Public Health 
Service has developed a strong belief in the theory and practice of States’ rights 
with respect to public-health matters. We feel this is of particular significance 
in venereal-disease control and therefore have leaned heavily on the support of 
our State and Territorial health officers. In turn this group has favored the 
national program with energetic assistance. The principles and actual regulations 
governing the national control effort and its application in the States were 
originally approved and promulgated by the State and Territorial Health Officers 
Association. Each year this group participates in the decision as to what changes 
shall be made in the national program. 

Great progress has been made since passage of the National Venereal Disease 
Control Act. In 1938 there were 1,122 venereal-disease clinics in the United 
States. Today there are more than 3,800. In the fiscal year 1938 there were 
administered 3,598,000 blood tests for syphilis ; in 1943 that number had increased 
to 30,900,000. From a monthly average in 1939 of 229,000 syphilis clinic patients, 
the States are now treating at least 400,000 each month. Between 1938 and 1943, 
arsenical doses for treatment of syphilis distributed by State health departments 
increased from 2,800,000 to 10,800,000. From an estimated 1939 distribution 
of 3,500,000 doses of sulfa drugs to private physicians for their gonorrhea 
patients, there was an increase to nearly 23,100,000 doses in 1943. 

It is fortunate for the health of our country that when the war came America 
had already succeeded in building these strong defences. We are here today 
because one of the tragic consequences of war is that it paves the way for epidemic 
increases in syphilis and gonorrhea. Large masses of men and women, workers 
and their families, and soldiers are cut loose from their normal ways of living. 
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Hordes of prostitutes and their managers gather round the camps and cities. 
Hundreds of communities suddenly find themselves unable to cope with a hundred 
new problems. Families are broken up; there is loosening of normal restraints 
among young people. These are the conditions which favor promiscuity and 
venereal disease. 

With some pride we believe that it cannot be said that health and social 
protective forces of the United States were “too late with too little” when these 
conditions arose. Not only did we have nation-wide venereal-disease control 
already firmly established, but the Surgeons General of the Army, the Navy, 
and the Public Health Service had anticipated the need for activity in other and 
related fields. In 1939 the War and Navy Departments, the Federal Security 
Agency, and the State health departments signed an eight-point agreement re- 
garding measures to be undertaken in areas where armed forces or industrial war 
workers were concentrated. 

The need for these vigorous measures was indicated by the fact that in spite 
of all our progress the first 2,000,000 Selective Service physical examinations 
revealed that nationally 47.7 men out of every thousand had serologic evidence 
of syphilis. In some of our southern States the total rate was more than four 
times this national average. The State of Mississippi, for example, had a rate 
of 321.6 among Negro registrants and 35.2 among white men, resulting in a 
combined rate of 171.5. The combined rate in the State of Florida was 158.6 
and in South Carolina 145.5. On the other hand, New Hampshire could boast 
of the extraordinarily low rate of 6.6. 

On the basis of these data and other studies we were able to estimate in 1941 
that the total syphilis prevalence in the United States was well over 3,000,000 
cases. Vonderlehr and Usilton in their exhaustive studies estimated that at the 
rates existing in 1940-41, the chances of the average American citizen for 
acquiring syphilis by age fifty was one in fifteen. Of course, we were not able 
even to estimate the prevalence of gonorrhea, but the general belief held by most 
authorities was that the gonorrhea attack rate was at least three times higher 
than the syphilis attack rate. 

An organization for social protective services was established within the 
Federal Security Agency, the department of our government which also includes 
the Public Health Service. The American Social Hygiene Association, which 
represents the organized might of voluntary organizations interested in venereal- 
disease control, devoted its entire budget to the war program. 

Guided by the eight-point agreement, Federal, State and local public-health, 
social-protection and law-enforcement agencies and the armed services have 
moved from the defensive to the offensive in the war against venereal disease. 
Within two years, local police officials in a majority of critical areas had adopted 
a policy of repression for prostitution in all its forms. 

At least 350 communities important to our war effort in which prostitution 
had been formerly condoned or even was permitted to operate on a quasi-official 
basis have been persuaded to adopt the repressive measures recommended in the 
eight-point program. Undoubtedly the splendid progress made by our armed 
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services in reducing or holding to a minimum infections among men in uniform 
is partly due to this vigorous policy directed against the commercial prostitute. 

As an indication of the value of this policy as proved by the relatively minor 
part played in our current problem by the prostitute, I should like to cite some 
recent data developed by representatives of the U.S. Army Medical Corps and 
the U.S. Public Health Service. Analysis of 10,057 reports made in 1942 
and 1943 of the contacts of infected soldiers of the Third Service Command 
reveal that the paid prostitute constituted only 19 per cent of the contact problem. 
The casual pick-up to whom no fee was paid was the leading source of infection. 
The tavern, café and night club were found to be the leading places of encounter. 
These findings are in general agreement with numerous other reports from Army 
and Navy and civilian venereal-disease control authorities throughout the country. 

When these 350 communities began enforcing anti-prostitution laws, and 
health departments had intensified their efforts to locate infectious cases in the 
general population, there arose the problem of where to isolate and treat those 
cases which were considered a menace to the public health. The difficulty of 
holding infectious syphilis patients under standard weekly treatment long enough 
to insure against infectious relapse was obvious. 

To cope with this problem the Federal government and a number of State 
health departments joined in a program to provide facilities in which infectious 
cases of venereal disease could be isolated and given intensive treatment. Federal 
funds for this purpose were available under our Lanham Act for the wartime 
development of community facilities. 

It was recognized from the beginning that the short, intensive syphilis 
treatment courses of Chargin, Hirshfield, Hyman, Leifer, Wanger, O’Leary, 
Simpson, Schoch, Kendell and others would be hazardous if attempted by 
physicians without extensive experience. Therefore, the Public Health Service 
agreed to provide especially trained physicians and nurses to assist State health 
departments in operating the treatment centres. 

The collection of extensive, standardized medical reports on all cases 
treated was deemed necessary. Reliable evaluations and analyses of large-scale 
experience in the various intensive treatment methods and their variations could 
thus be made available to physicians, hospitals and health departments. 

The need for a new approach to syphilis treatment was established by the 
knowledge that throughout the nation only about 25 per cent of all patients with 
early syphilis admitted to clinic service remained under continuous treatment for 
sufficient time to receive 20 injections each of an arsenical and a heavy metal— 
the minimum believed necessary to insure against infectious relapse. Almost 
all workers in syphilis control, private and public, agreed that the standard 
70-week schedule held little hope for an early solution to the problem, particularly 
for the promiscuous and recalcitrant type of patient. 

To date, under this program 27 State and 4 Federal rapid-treatment centres 
have been established. Thirty to 40 others are contemplated. Since our public- 
health agencies are not in the business of operating jails, every effort is being 
made to run these centres as hospitals for sick people rather than prison camps 
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for infected prostitutes convicted for violation of vice laws. Several of the State 
and all Federal centres will accept men and children as well as women. 

While there has not been time to accumulate sufficient data to justify 
evaluation of the various treatment schemes employed, a simple listing of these 
schemes may be of interest. They are five in number, as follows: 


Five-day slow intravenous drip. 

Five-day rapid intravenous drip. 

Multiple injection. 

One-day chemo-fever therapy. 

Eight-day chemo-fever therapy with vaccine. 


You probably know by now of the experimental use of penicillin in syphilis. 
The most complete report yet available on this subject is that given by Senior 
Surgeon J. F. Mahoney, head of the Public Health Service Venereal Disease 
Research Laboratory in the U.S. Marine Hospital on Staten Island, New York, 
and recently published jointly in our publication, Venereal Disease Information, 
and in the American Journal of Public Health. Doctor Mahoney’s experiments 
led him to the conclusion that, if further confirmation is received of the results 
so far attained, we may have a complete revolution in syvhilis therapy. 

Never before in the history of warfare has the factory played so important 
a part. The Allied Nations will win over the Axis only if industrial production 
is kept at its maximum. Therefore, the problem of controlling venereal disease 
among industrial workers in the United States has assumed national importance. 

To answer these questions the Surgeon General of the Public Health Service 
appointed an advisory medical committee representing industrial physicians, 
management, labor and the public. The recommendations of this committee have 
been accepted by the Surgeon General and promulgated to physicians, health 
departments, industrial managers and labor representatives throughout the nation. 
They have been endorsed in principle by the outstanding national organizations 
representing all interests, and a steadily increasing proportion of our larger 
industrial establishments are co-operating in this effort. 

According to Stokes, the epidemiological tracing of venereal-disease infection 
is “probably the most important single, though as yet least developed, instrument 
of aggressive venereal-disease control.” We in the Public Health Service heartily 
agree. We believe the most revolutionary advances in venereal-disease diagnosis 
and treatment will not materially aid in actual control unless we are able to 
uncover and bring to the physician or clinic a majority of the infected. 
Epidemiology has become particularly important and fruitful now that our 
armed services are obtaining the names of many contacts and sending them to 
the civilian health authorities, 

In the 1943 fiscal year, physicians, Selective Service Boards, clinics and other 
agencies reported to State health departments nearly 600,000 cases of syphilis, 
the largest number by at least 100,000 in the history of syphilis control in our 
nation. If determined and resourceful epidemiological workers were put to work 
on each of these reported cases, an average of one unreported contact might 
possibly be found for each. Obviously this ideal objective will not be obtained 
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soon, but it is worth working toward and it is gratifying to be able to report 
definite progress. 

In 1943 there are at least 8,000 health-department employees engaged in 
full-time or part-time venereal-disease epidemiology. These workers, nurses, 
and especially trained laymen provided service to more than 20,000 private 
physicians and nearly 4,000 clinics and other institutions. 

I have emphasized that the control program being followed in the United 
States and her territories is based upon a set of basic principles. Perhaps these 
are applicable wherever syphilis and gonorrhea constitute a major health problem 
in a large civilian community. Their primary aim is to provide facilities, 
services and policies adequate to meet the problem. 

The U.S. Public Health Service has published these basic principles in the 
form of recommendations to State and local health departments. They were 
codified by a group headed by Doctor Nels A. Nelson, at present in charge of 
the Division of Venereal Diseases of the State of Maryland Health Department. 
For whatever assistance they may be to this meeting, I present herewith an 
abstract of the major points covered in these recommendations. 


ORGANIZATION OF THE PROGRAM IN CO-OPERATION WITH MEDICAL AND 
ALLIED PROFESSIONS AND LAY ORGANIZATIONS 


In the organization of a venereal-disease control program, careful attention 
should be given to the part to be played by the medical and allied professions 
and lay organizations. A health department cannot hope to develop an effective 
program without their active support and full participation. Although the health 
department must determine the scope and define the content of the program 
and administer many of the details, the private practitioner, the local and State 
medical societies, the hospital, nursing, welfare and voluntary public-health 
agencies will have specific duties to perform in the actual application of many 
of the control procedures. Unless they are informed as to the health department’s 
plan and are in general sympathy with its principles, they will either fail to assist 
to the full extent of their capacities or, in ignorance of the aims of the control 
program, may work at cross-purposes, to the eventual detriment of the public 
welfare. 

Interested, active, and well-informed lay organizations can be of invaluable 
assistance in securing public support for the program, and in extending the health 
department’s channels of public information and education. It is doubtless to 
the disadvantage of many public-health programs that not enough attention is 
paid to this matter of public relations. 


ADMINISTRATION OF THE PROGRAM 


Venereal-disease control should be the function of a separate division in the 
health department. Where that is impossible, or impracticable, it should be the 
function of a subdivision, with a high degree of autonomy, in the division of 
communicable-disease control or its equivalent. 

Whether there is a division or a subdivision of venereal-disease control, 
the program should be directed by a venereal-disease control officer who gives 
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his entire time to the duties of his office, who is adequately trained in the 
administration of a venereal-disease control program, and who is qualified for 
this office. 

COLLECTION AND ANALYSIS OF Morsipiry DATA 


Provision should be made for the collection and analysis of morbidity data. 
Morbidity report forms should be simple and request only such data as may be 
exactly supplied with a minimum demand upon the physician’s time and patience 
and as have actual statistical value. They should be provided by the State, for 
the sake of uniformity, and should be distributed and collected without expense 
to the physician. All reports pertaining to venereal disease should be mailed in 
sealed envelopes, never on open post-cards. 


LABORATORY SERVICES 





Adequate and universally available laboratory facilities for dark-field 
examinations and serologic tests for syphilis, and for microscopic examinations 
for the gonococcus, are essential for the control of these diseases. Culture of the 
gonococcus is essential to a desirable high efficiency in the diagnosis of gonococcal 
infection and to controlled determination of cure. Laboratory service should be 
offered without charge to any licensed physician. 

There should be at least a central State laboratory, supported by as many 
branch laboratories as the demand for serologic service may require. The possi- 
bility should be borne in mind that, under certain circumstances, approved private 
iaboratories may be subsidized to advantage for the performance of laboratory 
work. 

DISTRIBUTION OF DRUGS 





At least two of the common arsenical preparations (one to be an arsenoxide), 
at least one generally accepted bismuth preparation, and at least one sulfa drug 
approved for gonorrhea, should be distributed without cost to physicians and 
all other medical agencies authorized by law to administer drugs in the treatment 
of syphilis and gonorrhea. 


TREATMENT SERVICES 


The provision of adequate public treatment services is a basic principle of 
venereal-disease control. The treatment of the venereal diseases, and especially 
of syphilis, is time-consuming and, at private practitioners’ rates, is expensive. 
Those of the infected who can afford long-continued medical care at the hands of 
private physicians will not often be found in public clinics. 

The venereal diseases are communicable diseases. The right of the com- 
munity to protect itself against exposure to communicable diSease is recognized 
wherever there is civilization. In providing public treatment of venereal disease, 
the community exercises a prerogative consistent with this right to protect itself 
It is only in the public clinic that the large mass of the economically handicapped 
can be given efficient service at a price which the community can afford to pay. 


In these public facilities, diagnostic and treatment facilities should be pro- 
vided for: 
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1. The diagnosis and emergency treatment of all persons who apply. 
2. All patients referred by private physicians either for continued treatment 
or for consultation. 


3. All patients unable to pay for private medical care. 


Clinics should be so located as to be easy of access and of maximum con- 
venience to the population of the areas which they are to serve. They should 
be held in clean, well-lighted, well-ventilated rooms, so located and arranged 
as to offer adequate privacy in history-taking, physical examination and treat- 
ment, to provide adequate waiting-room and toilet facilities, and to contribute 
to the self-respect of the patient. 


TREATMENT SERVICE THROUGH PRIVATE PHYSICIANS \ 


Where no form of public clinic service is practicable, private physicians 
may be paid for treating indigent patients. Physicians who are subsidized for 
the treatment of indigent patients should not be permitted to collect any part 
of the fee from those patients. The reimbursement of the physician should be a 
direct arrangement between him and the health department—not between the 
physician and the patient. 

HosPITAL SERVICES 


Hospitalization should be provided, at the discretion of the clinic chief, 
for open early syphilis in certain circumstances, particularly in case of infectious 
relapse or for recalcitrant patients, or when there are unusual home or social 
conditions. 


CASE-HOLDING 


Case-holding is essential if the patient’s infection is to be kept under control 
until it is cured. It is useless, however, to employ a case-holding staff if the 
fundamental causes of neglect of treatment are ignored. 

An effective case-holding service will be constantly on the watch for such 
neglect on the part of the clinic or other treating agency as is represented by 
failure to explain the disease, its treatment and its communicability to the patient ; 
failure to take into consideration the patient’s economic problems and transporta- 
tion difficulties ; rough or discourteous handling of the patient in the clinic; lack 
of privacy in the clinic; dirty, crowded, unattractive clinic quarters; poor tech- 
niques which cause pain, reactions, and resentment. 


CASE-FINDING 


Case-finding, if it is to be of any benefit to the community, must lead to one 
or more of three conclusions: (1) Better information as to the prevalence or inci- 
dence of infection in the community, (2) the protection of the public health and 
the promotion of the public safety, and (3) the treatment of the infected. 


INFORMATION AND EDUCATION 


Medical. The control of the venereal diseases will depend, in great measure, 
upon how well the medical profession is informed and trained in the management 
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of these diseases. Whether the physician is engaged in the private practice of 
medicine, in the treatment of patients in a venereal-disease clinic, in medical 
teaching, or as a health officer, it is he who will make the diagnosis and treat the 
patient or conceive and direct the control program. It is a matter of fundamental 
principle, therefore, that adequate attention, in the development of its venereal- 


disease program, be given to the following procedures in medical information and 
education ; 


1. The modification of the curriculum of the medical school toward better 
instruction in the public-health aspects of venereal-disease control. 

2. Subsidies to medical schools, teaching hospitals, and teaching clinics for 
graduate and undergraduate medical students. Subsidy may be in the form of 
salaries for better qualified medical and technical personnel, or for the purchase 
or loan of equipment to be used in teaching and research in this field. 

3. Postgraduate instruction of practising physicians, although secondary 
to better instruction of medical students, is nonetheless of great importance. Two 
types of activity should be fostered—the short review course in current diagnostic 
and treatment practice, and the prolonged, intensive training course for the 
future specialist. 

4. The provision of consultation services. Whether or not these are met 


by the personnel of the health organizations, their provision should be given 
special attention. 


5. The dissemination of informative literature to private physicians is 


essential. The material used should be so selected that it will aid them in their 
private practices. It will help to secure their active co-operation in the control 
program. 

This educational material should be interesting, scientific, and brief. It 
should deal with some special problem in diagnosis, treatment, or after-care 
which the group for which it is intended frequently meets in routine work. 


Allied Professions. Provision should be made, also, for the training and 
information of nurses, social workers, and public-health workers both in training 
schools and by postgraduate instruction along lines analogous to those followed 
in the information and training of undergraduate and graduate medical students 
and practising physicians. 


PuBiic 


Intelligent public understanding of the venereal diseases and of the 
objectives of the venereal-disease control program is essential to public support 
of the program and to effective public use of the diagnostic and treatment facilities 
which are available. Effective and persistent public education not only accelerates 
case-finding and improves case-holding, but it also may be counted upon to 
inhibit exposure and to encourage prophylaxis against infection. 

Virtually all media of public communication—the press, radio, motion 
pictures, lectures, publications, exhibits—are as valuable and as effective in 
venereal-disease education as in any other field of public health. 

Great care should be taken to give the public the unvarnished facts. Over- 
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dramatization should be strictly avoided for the facts are astonishing enough. 
Overdramatization and exaggeration lead, eventually, to loss of public confidence 
in the health department when the truth becomes known. They also lead to 
hasty and ill-advised public response. 

Ambiguity and statements which may be misinterpreted should be avoided. 
Statistics should not be complicated, or require interpretations of which the 
audience to be reached is incapable. They should be adjusted to the conditions in 
the area to be reached. Statistics which describe conditions which exist in one 
part of the country may not be at all applicable to conditions in other areas. 
If data are used which represent average conditions over the country at large, 
it should be made clear that they are average, and how they correspond with the 
local situation. 


I have reviewed the venereal-disease problem as it existed in the United 
States before and since the outbreak of the war. I have outlined some of the most 
important aspects of our effort to solve that problem and I have given a brief 
abstract of the principles which our experience has shown should govern national, 
State and local control efforts in our country. If this information has proved 
of any value to you, I and my colleagues will be deeply gratified. We hope that 
we can go further, however, and that you will call upon the Public Health Service 
for what assistance you may feel that we are capable of rendering. 

All of us agree, I am sure, that the problem is enormous and that the urgency 
of doing something about it is immediate. We are convinced, too, that the problem 
can be solved in spite of the obstacles and difficulties which confront us. Above 
and beyond our professional and administrative concern in venereal-disease con- 
trol, I am sure that we all derive personal satisfaction from the knowledge that 
we are fighting a type of disease so insidious, so destructive of human health, that 
successful attainment of our objectives will contribute immeasurably to the 
welfare and the strength and the happiness of our respective nations and our 
entire continent. 
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N 1935, during a visit to Berlin, I saw the Nazi regime dealing final death blows 
to the formerly great German Society for Combating Venereal Diseases. The 
distinguished physicians and scientists who had composed the governing bodies, 
the well-trained medical staff and assistants were kicked out and in their places 
were installed puppets willing to promote the Nazi’s phoney ideas of racialism. 

This was not an isolated incident. Voluntary health and welfare agencies 
of all kinds were among the early casualties in Nazi Germany and other totali- 
tarian countries. Organized private citizen interest and leadership in improving 
public health and welfare can thrive only in democracies. They have flourished 
most of all in the British Empire and in the United States, but they have existed 
to some degree generally throughout Europe and the Western Hemisphere. In 
a democracy citizens can freely band together to solve some neglected problem 
or ameliorate some evil, through education of the public and often through the 
creation and support of a tax-supported agency. Such voluntary societies have 
frequently pioneered paths for official bodies and have advised, aided, supported 
and supplemented them on a national or local scale. 

Among voluntary agencies none have been more significant in recent years 
than those for social hygiene or venereal-disease control. Most of them arose 
during the second decade of this century. They owe their origin first to the 
dramatic discoveries which provided, for the first time, effective medical weapons 
against syphilis and second, as Jane Adams said, to the birth of a new conscience 
with regard to an ancient evil—prostitution. The conviction grew that venereal 
diseases, prostitution, and ignorance and superstition regarding sex were not 
necessary evils. 

Leaders in many countries saw that the public must be taught the facts 
regarding venereal disease, prostitution, and the role of sex in life. Among the 
outstanding sponsors of this movement in its infancy were Sir William Osler, 
President Charles W. Eliot, Professor Leon Bernard and Cardinal Gibbons. 

I have been asked to speak especially of the American Social Hygiene 
Association, now in its thirtieth year. Founded in 1913 by President Eliot, 
President David Starr Jordan, Dr. William F. Snow, Dr. Prince Morrow and 
other distinguished leaders, the Association set out to deal with the field indicated 
above, fully appreciating the fact that a long-time program was necessary. 
Because there were no words correctly indicating its field of interest, the new 
Association chose the term “social hygiene” and endowed it with a special 
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meaning. In Britain, it may be noted, a similar organization was at first called 
the National Council for Combating Venereal Disease but because this long 
name did not cover the scope of interest of the organization, it later became, 
and is now, simply, the British Social Hygiene Council. 

A few notes on the history of the American organization may indicate better 
than copious details the functions of such an organization and its methods of 
work and accomplishment. At the time the Association was launched there 
was in the United States no State or national program for venereal-disease 
control. Health departments had no specialized divisions devoted to this work; 
there were few public clinics, few public laboratory facilities for the diagnosis 
of syphilis and gonorrhoea ; no epidemiologic services ; no satisfactory laws dealing 
with venereal diseases or prostitution, and almost complete lack of interest and 
information on the part of the American public. The American Social Hygiene 
Association set out with very small resources to attack these colossal problems. 

The First World War seriously threatened the Association’s existence almost 
before it was properly organized, but it was able to continue basic studies and 
organize a few local societies. 

The Association was blest with such strong leadership in its President, its 
Board and its staff, that before the United States entered World War One, the 
Federal Government had agreed to policies and procedures advocated by the 
Association for combating venereal diseases in wartime. This wartime program 
consisted in five activities : 


(1) Repression of prostitution, especially in the neighborhood of Army 
and Navy establishments. 


(2) Provision of the best available medical care, including chemical prophy- 
laxis. 

(3) Thorough, repeated instruction of all members of the armed forces 
regarding the nature and prevention of venereal diseases. 

(4) Provision of wholesome recreation inside and outside the military and 
naval establishments. 

(5) Spiritual guidance of the members of the armed forces to encourage 
maintenance of high standards of conduct. 


Seeing that the Federal Government needed more authority to deal with 
prostitution problems, the Association drafted, and there was enacted, a law 
giving the Secretaries of War and of the Navy power to deal with prostitution 
conditions in the vicinity of Army and Navy establishments. Realizing that new 
mechanisms were necessary, the Association advocated and there was established 
the War and Navy Departments’ Commissions on Training Camp Activities to 
aid the armed forces in carrying out the above-mentioned program. Members 
of the staff of the Association joined the Army and Navy and headed divisions 
of these Commissions. The prorgam of the co-operating national, State and 
local agencies, official and voluntary, succeeded in attaining the lowest wartime 
venereal-disease rate in our experience to that date. 

At the end of the war, the Association advocated Federal appropriations to 
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aid the States in venereal-disease control activities, the creation of a Division of 
Venereal Diseases in the United States Public Health Service, and the establish- 
ment of an Interdepartmental Social Hygiene Board to co-ordinate activities at 
the national level. All of these objectives were attained. In addition many 
States passed laws drafted by the Association for dealing more adequately with 
the problems of prostitution and the control of the venereal diseases. 

This remarkable progress was possible to a large extent due to the war 
emergency. A few years after the war, reactions in Congress and in many States 
led to discontinuance of the Federal appropriation for the benefit of the States, 
and a great diminution in State and local venereal-disease control activities. 
Gradually in many places flagrant prostitution conditions were allowed to return. 
The war was over and measures taken because of the emergency seemed less 
urgent and were allowed to lapse. 

The American Social Hygiene Association and the Division of Venereal 
Diseases of the United States Public Health Service struggled on in spite of 
these reverses. Over a period of about sixteen years these and associated 
agencies built public interest and organization, this time on a sounder basis. 
The Association made surveys and studies, conducted demonstrations of new 
methods, organized, promoted, taught, conferred, and consulted throughout 
the nation. During this period there was substantial progress in venereal-disease 
control in almost every State. Most important of all, there was developed in 
the minds of thousands of leaders of public opinion throughout the nation an 
appreciation of the importance and urgency of social-hygiene problems, and the 
need for public understanding of them. 

The first great wave of publicity and popular interest had occurred during 
the First World War; the second began in 1936 when the barriers to discussion 
were removed from all media of public expression. A tide of popular information 
swept across the country and has continued at high levels to the present day. 

In 1938 the Association took the initiative in bringing to the attention of 
Congress the desirability of renewing Federal aid to the States for combating 
venereal diseases. This move was supported by public officials and by every 
type of social welfare leader and agency. Congress appropriated three million 
dollars for the fiscal year 1938-39. In subsequent years these appropriations 
were gradually increased until, under present war conditions, the Federal Govern- 
ment is appropriating twelve and one-half million dollars annually for venereal- 
disease control, most of it being allocated to the States. 

Upon the outbreak of the Second World War and with mobilization, the 
Association immediately readjusted its program in anticipation of eventual par- 
ticipation by the United States in the world struggle. After making basic studies 
of prostitution and related conditions about the rapidly growing Army and Navy 
establishments, the Association joined with the War and Navy Departments, the 
United States Public Health Service and other Federal agencies in reaffirming 
the Federal policy with regard to the control and prevention of venereal diseases 
and the repression of prostitution. This policy is stated in the so-called “Eight- 
Point Interdepartmental Agreement.” With others, our leaders advocated 
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again the five-fold program for the armed forces, namely: education, medical 
care, recreation, repression of prostitution, and spiritual guidance. The Eight- 
Point Agreement and the orders of the Army and Navy made this program 
official. 

It was evident that again the Federal Government needed more authority 
to deal with prostitution problems in the war emergency. The May Act, drafted 
by the Association’s legal staff, conferred such powers on the Secretaries of 
War and of the Navy. Again, as in World War One, a special mechanism was 
required. The Social Protection Section was created in the Federal Security 
Agency to help the local and State authorities deal with the prostitution racket. 
The Army and Navy and Public Health Service assigned specially trained 
venereal-disease control officers to their major divisions and large local establish- 
ments. The Association assigned field representatives to work in close co- 
operation with these Federal officers and with State and local official and 
voluntary agencies. Co-ordination at the top was obtained through the creation 
of the United States Interdepartmental Venereal Disease Control Committee 
in which are represented the Army, the Navy, the Public Health Service, the 
Social Protection Section of the Federal Security Agency, the Department of 
Justice and the American Social Hygiene Association. 

Again this program and organization have succeeded in maintaining, to date, 
a low venereal-disease rate in the Armed Forces of the United States. Through 
this low rate and through improved methods of treatment the non-effective days 
per 1000 per annum have been greatly reduced as compared with previous 
experience. I pay tribute to the excellent leadership of officers of the Army, the 
Navy, the Public Health Service, and the Social Protection Section of the 
Federal Security Agency for their splendid work in this important field. To 
them goes the greatest credit for a magnificent accomplishment. In all of this 
undertaking they and we have had strong support from the President of the United 
States, the Secretary of War, the Secretary of the Navy, the Federal Security 
Administrator and the American people. 

It will be seen from the above brief history that the Association has conceived 
of itself as representing citizen interest in solving social-hygiene problems through 
official action. The Association has helped to ¢reate and establish policies, has 
encouraged the passage of laws to give authority to these policies, and has aided 
in establishing mechanisms to carry on activities required by the policy and the 
laws. The Association has been and remains, therefore, a close working partner 
of the official governmental agencies concerned with social-hygiene problems. 
Attention is called to the official statement of these relationships in a publication 
entitled “Relationships in Venereal Disease Control.”* Surgeon General 
Thomas Parran has referred to the highly integrated national venereal-disease 
control activities as a fine example of the successful co-operation, and to the 
relationship between the American Social Hygiene Association and Federal 


agencies as representing the most desirable type of co-operation between official 
and voluntary agencies. 


*Obtainable on request to the Association, 1790 Broadway, New York 19, N.Y. 
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These are some of the generalities of the Association’s experience on the 
national level. In further illustration, I cite the following statements from the 
Summary Report for the first eleven months of 1943: 

The resources of the Association are at present entirely devoted to the protection of 


the Armed Forces and the war industrial workers of the United States from venereal 


diseases and conditions favoring their spread. In this connection from January 1 to 
November 30, 1943, the Association has: 


1. Distributed 647 films, 21,457 posters and exhibits, 2,005,312 pamphlets, to the 
armed forces and industrial workers. 
2 


2. Made and reported to Army, Navy and other Federal authorities and State authori- 
ties upon 620 studies of prostitution conditions near Army or Navy establishments 
or war industries. 


3. Aided the Army, Navy and Public Health Service in law-enforcement activities, 


training of medical and public health personnel for venereal-disease control and 
by serving in consultant capacities. 


. Successfully encouraged passage of improved social hygiene laws in 12 States. 

. Begun a nation-wide study of sex delinquency in wartime and corrective measures 
tor it. 

. Initiated experiments in 
(a) Pre-induction health instruction in high schools. 
(b) Instruction of Negroes through Negro organizations. 

. Launched a program for health instruction of workers through trade unions. 

. Promoted nation-wide public support of official venereal-disease control policies 


through 5,000 Social Hygiene Day meetings, and hundreds of news releases, articles 
and radio broadcasts. 


. Assigned trained regional representatives to the nine Service Commands for direct 
co-operation with the Army, Navy, U.S. Public Health Service, Social Protection 
Section of the Federal Security Agency, and State and local health and welfare 


agencies. 

A few facts regarding the Association’s organization may be of interest. 
It is a non-profit corporation under the laws of New York State, governed 
by a President, Board of Directors and Executive Committee, responsible to a 
voting membership which (under a constitution’) has final control. The Presi- 
dent is Dr. Ray Lyman Wilbur, Chancellor of Leland Stanford University, 
formerly Secretary of the Interior and President of the American Medical 
Association. The Board includes the Surgeons General of the Army, the Navy, 
and the Public Health Service, and other highly distinguished men and women. 
The staff consists of the Executive Director and five division heads, plus 
assistants and field representatives. Of the total staff of 49, fifteen are pro- 
fessional men and women, including doctors, lawyers, educators, sociologists 
and publicists. In addition there are 10 field assistants and 24 clerical, secretarial 
and editorial workers. Headquarters of the Association are in New York City, 
with branch offices in Washington, Atlanta, Chicago, Dallas, Columbus, Omaha, 
Salt Lake City and San Francisco. The staff includes several internationally 
known authorities in their fields, as for example, Dr. Wm. F. Snow, Professor 
Maurice A. Bigelow, and Mr. Bascom Johnson. Throughout the country there 
are one hundred and fifty societies and committees affiliated with the Association. 

The Association carries on its activities, as indicated above, directly with 
Federal services, aiding and supplementing them. It works indirectly through 
a large number of co-operating national voluntary lay organizations such as the 
A.Ph.A. General Federation of Women’s Clubs, the National Parent-Teacher 
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Association and the Junior Chamber of Commerce. Into the channels of these 
national organizations are poured the Association’s ideas and materials to come 
out on the local level as educational or promotional activities of local clubs and 
societies of a wide variety. In this way tens of thousands of local groups, large 
and small, are participating in the nation-wide social-hygiene movement as part 
of their own welfare efforts. The Association of course works directly with and 
through its own local societies and committees. 

It will be apparent that when necessary the Association can mobilize a very 
impressive body of public opinion in favor of desirable policies and activities. 
At the present time, public opinion is being rallied in support of the Federal 
Government’s wartime program for combating venereal diseases and all conditions 
which favor their spread. 

The question will arise as to how such an organization can be financed. 
Like many other philanthropic enterprises, the Association was financed at the 
beginning by a small group of public-spirited men and women who contributed 
liberally not only their money but of their time and thought. About 1937 it was 
decided that the time had come to broaden the base of financial support and the 
Association adopted a popular fund-raising mechanism by which contributions 
were solicited for the Association by distinguished leaders in many cities. This 
mechanism was successful only because the Association has the confidence and 
support of many eminent citizens throughout the country. With the beginning 
of our participation in the war, the Association joined the National War Fund 
and now receives its funds from that source. The Association was admitted to 
to the National War Fund because its services were regarded as contributing to 
the successful prosecution of the war. The present annual wartime budget is 
$350,000.00. What the postwar period will hold in the way of financing the 
Association, no one can quite foresee, but doubtless if the Association continues 
to serve the national interests, its work will be financed. 

It is worth noting here that the Association has never been subsidized from 
official funds. Subsidies tend to deprive a voluntary association of its freedom 
of action. The British Social Hygiene Council was subsidized for some time by 
the British Imperial Government but has in the last year or two been happy to 
return to private financing. 

Finally, a word as to immediate postwar problems. If history repeats itself, 
there is grave danger of a great increase in the prevalence of venereal diseases 
after this war, as there was probably throughout the world following World 
War One. We are already calling attention of the public to this danger and 
urging all welfare agencies, official and voluntary, to do all possible to. hold the 
gains which have been made against these infections before and during the 
present world-wide conflict. There are some signs of political effort to cause 
discontinuance of Federal aid to the States for combating venereal diseases. This 
is indeed a disaster to be avoided if at all possible, and the Association will 
doubtless rally support for the protection of the national and State venereal- 
disease control program. With the end of the war we can expect a tendency 
toward recrudescence of “red-light districts” and flagrant prostitution conditions 
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in many places. We know that the racketeers who profit from prostitution are 
planning to reéstablish their vicious traffic at the end of the war. They count 
on a slackening of law-enforcement efforts. Only a thoroughly convinced and 
vocal public opinion can prevent these backward steps. A colossal task faces all 
interested official bodies and the Association and its friends among other volun- 
tary agencies if we are to consolidate public opinion in firm support of wartime 
gains. 

Looking further ahead, it is reasonable to hope that the new discoveries, 
especially the modern intensive therapy of syphilis and the sulfonamide and 
penicillin treatment of gonorrhoea, may permit us so far to bring venereal disease 
under control, that the Association can turn to and emphasize other aspects of 
social hygiene. Education of youth in the place of sex in life—the socially and 
personally beneficial exercise of the reproductive instinct, in a word the training 
of youth for happy marriage and satisfactory family life—is a long-range under- 
taking which will require for success the co-operation of educational institutions, 
churches and social-welfare agencies of every description. As soon as possible 
the Association will turn its principal attention to this undertaking. It will be 
evident, however, to everyone here that in order to enjoy the privilege of par- 
ticipating in this future constructive work, the war must first be won. Hence all 
our resources of money, strength and ingenuity are devoted now to helping assure 
full victory for the armed forces of the United Nations. To help keep soldiers, 
sailors, marines and airmen at their battle stations and fit to fight and win, and to 
keep workers fit to produce the instruments of warfare, is the present purpose of 
the American Social Hygiene Association. 
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T has been said that war does not initiate new movements; it merely speeds 
up those already in existence. This is certainly true in the field of milk 
control. The war is forcing us to re-examine many of our programs and to ask 
ourselves whether we can obtain the desired results with less trouble and expense 
than with our customary procedure. Movements aiming at simplification of 
sanitary control measures which were in being before the war have received 
a considerable impetus. Furthermore, shortages of skilled labour, both on 
farms and in plants, have contributed toward a general lowering of milk quality 
in various countries, directing increasing attention to measures for maintaining 
quality at a satisfactory level. 

There is general agreement that milk for pasteurization should be reasonably 
free from sediment and have a reasonably low bacterial content. However, 
studies by various workers have shown beyond a doubt that milk with a reason- 
ably low bacterial content as judged by any of the usual tests may yet contain 
sufficient numbers of heat-resistant bacteria to make it difficult to meet bacteria 
count limits on the pasteurized products. These organisms, which almost always 
enter milk from poorly cleaned and inadequately sterilized milking utensils, 
especially milking machines, can only be detected by laboratory pasteurization 
of samples from each producer, and subsequent determination of the number of 
organisms surviving. We have found (8) the oval tube method of Myers and 
Pence (11) very useful for this purpose. The ingenious modification of this 
method described by Moldavan (10) allows the analysis of a large number of 
samples at one time with a minimum of time and effort, and should find wide 
acceptance in both plant and public-health laboratories. These laboratory pas- 
teurization tests are especially valuable in directing attention to those producers 
who are not taking proper care of their utensils and equipment. 

A feature of milk quality which is only beginning to receive attention has 
to do with udder health. “Abnormal” milk coming from cows with definite 
udder infection contains large numbers of leucocytes and is otherwise changed 
in composition. Such milk can scarcely be said to conform to the definition of 
milk as “the secretion obtained from a normal healthy udder.” Where enough 
of this type of “abnormal” milk is present, it can be detected in mixed herd milk 
by either the direct microscopic method of Breed (1) or by the “triple reading” 
resazurin test developed in our laboratories (6,7). 

A word about sediment testing may not be out of place. While a dirty 
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sediment disc certainly indicates carelessness somewhere along the line, a reason- 
ably clean disc cannot be assumed to indicate satisfactory conditions. It may 
merely mean that the producer has done an extra good job of straining his milk. 
Neither must it be assumed that a dirt-laden milk is teeming with bacteria, nor 
that a clean, or cleaned, milk is low in bacteria. Nevertheless, with human nature 
as it is, sediment testing appears to be necessary. 

Judging from the results reported for the United States by Weckel (16), 
there is a distinct need for greater uniformity in the operation of the test and 
in its interpretation. Wide variations were found in the type of tester used, 
in the method of obtaining the sample and in the grading of the discs. The 
Committee on Applied Laboratory Methods of the International Association of 
Milk Sanitarians is working on this problem and it is to be hoped that their 
studies will lead to greater uniformity in sediment testing. 

How best to obtain a satisfactory quality of milk for pasteurization is a 
question upon which there is some difference of opinion among milk sanitarians. 
Some still place major emphasis upon farm inspection, while others feel that the 
milk itself should receive most attention. Which group is right? I believe most 
well-informed milk sanitarians will admit that farm inspection as at present 
conducted is no adequate guarantee of milk quality. Not infrequently the farm 
with expensive buildings and elaborate equipment produces milk with high 
bacterial counts, while the farm with poor buildings and equipment may produce 
a first-class product. Most inspectors realize that methods are more important 
than equipment, yet it is obviously impossible for the inspector to be on hand 
at milking time at each of the numerous farms under his supervision. Experience 
suggests that much greater progress can be made by relying upon frequent 
testing of the milk itself as received at the plant, and supplementing this with 
visits to those farms which are delivering milk of inferior quality. Wartime 
shortages are virtually forcing some reduction in the amount.of farm inspection 
in many areas. A program such as that just referred to offers possibilities of 
maintaining or even improving quality despite wartime handicaps. 

The ideal test for bacteriological quality in milk would be one which enables 
the immediate recognition of all substandard milk. Unfortunately, no such test 
has yet been developed. In England, a ten-minute resazurin test has been 
officially adopted for all cans of doubtful quality, but as might have been predicted, 
such a method allows a good deal of high-count milk to pass (4), as well as 
interfering with plant operations. Better satisfaction can be expected from the 
method in use in New York State. Here chief reliance is placed upon the odour 
test (12) which in the hands of a trained intake man enables the detection of a 
considerable proportion of high-count milk. Where a can is culled out on the 
odour test, a direct microscopic examination (1) is made to guide the field man 
in finding the cause. The strainer-dipper test (12) is also used to detect flakes 
due to garget, slow cooling or mixing warm with cold milk. The producer is 
notified at once of the probable cause of his trouble, and if the trouble continues, 
he is visited by the field man. This method appears to be giving better satis- 
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faction than when main reliance was placed upon periodical farm inspections by 
health department inspectors. 

There is no question but that the direct microscopic examination of milk 
will furnish more information than any other method. The chief objection to it 
is that it is laborious and time-consuming, and requires a considerable amount of 
training and experience. Furthermore, with the present shortage of microscopes, 
this method can scarcely be used unless a microscope is already available. For 
routine testing by either health department or plant laboratory, there is much to 
be said for the use of one of the dye reduction tests. The methylene blue reduc- 
tion test is widely used and has done a fine job in many areas. More recently a 
number of tests have been described in which resazurin is substituted for methy- 
lene blue. This dye in milk shows a gradual change in colour from the original 
blue through various stages of purple and lavender to pink and then on to colour- 
less. In some of the tests described the time required to reach the pink end-point 
is taken (2, 5), while in others the degree of colour change after a definite period 
of incubation is recorded (3,13). Resazurin is much more sensitive than methy- 
lene blue to the presence of leucocytes and other reducing substances present in 
colostrum, late lactation milk and mastitis, while information on the bacterial 
content is obtained more rapidly than with methylene blue. Various modifica- 
tions of the resazurin test are being widely used in Britain, where the dye has 
been available in tablet form for several years. One of the large dye manufac- 
turers on this continent is now working on the development of similar tablets; 
when these become available it is to be expected that the test will come into wider 
use here. 

The original resazurin test (13), wherein the milk was graded on the degree 
of colour change after one hour of incubation at body temperature, has the 
disadvantage that well-cooled milks containing large numbers of bacteria some- 
times show little colour change in one hour (3,5). Where the pink stage is taken 
as the end-point, however, the results are more reliable (2,5). The latter test, 
however, is less satisfactory in the detection of mastitis or other abnormal milk. 
To avoid the drawbacks of these two tests, a method which we have called the 
“triple reading” test was developed in our laboratories (7). This test can be 
completed within three hours, and offers more complete information concerning 
the sanitary quality of each producer’s milk in less time and with less need for 
expensive equipment and trained technicians than any we have studied. 


BACTERIOLOGICAL CONTROL OF PASTEURIZED MILK 


The safety of the milk supply is of paramount importance to the health 
officer. This is assured by proper pasteurization, coupled with adequate pro- 
tection from subsequent recontamination. The development of the phosphatase 
test has furnished an extremely valuable method for assuring that milk has 
been properly pasteurized. There is, however, a tendency in some quarters to 
overlook the limitations of this test. It is one that requires exact standardization 
of all reagents and a high degree of technical skill in its performance. Some 
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of the points wherein errors may arise have been discussed by Scharer (14) in a 
recent paper. It must also be remembered that pasteurized milk may be con- 
taminated with raw milk to the extent of nearly one part in 500 without this 
being detected. If such raw milk contained significant numbers of pathogenic 
bacteria, the pasteurized milk contaminated with it might be infective for humans 
even though it gave a negative phosphatase reaction. Wilson, in his recent book, 
“The Pasteurization of Milk” (17), considers this point so important that he 
advocates the occasional examination of the milk by the guinea-pig inoculation 
method rather than relying exclusively on the phosphatase test. Wilson also 
points out that it is a mistake to assume that a weakly positive phosphatase 
reaction on a pasteurized product necessarily indicates that the milk is dangerous. 
The heat treatment required to destroy phosphatase in milk is more severe than 
that required to destroy any pathogenic organisms present, so that there is a 
considerable margin of safety even with a weakly positive reaction. Thus a 
negative phosphatase reaction does not absolutely prove that the milk is safe, 
nor a positive reaction prove that it is dangerous or potentially dangerous. 

As a means of detecting recontamination after pasteurization, the coliform 
test is receiving increasing attention. It is generally agreed that milk coming 
direct from the bottler should be free from coliform organisms in at least 1 ml. 
portions. It should be borne in mind that these organisms multiply rapidly at 
favourable temperatures, so that in hot weather their presence in street samples 
may be due mainly to opportunities for growth. This of course in no way 
detracts from the usefulness of the test. 

With efficient pasteurization virtually assured by a negative phosphatase 
test, and absence of serious recontamination by the coliform test, various workers 
are wondering whether the plate count furnishes sufficient information to warrant 
its continued use. Admittedly it has been a very useful tool in quality improve- 
ment work in the past. Nevertheless, it is an expensive, time-consuming method, 
with a high degree of experimental error. It is not surprising, therefore, to find 
that in New York State (15) and Connecticut (9) this test has been replaced by 
a direct microscopic clump count. In both these areas those in charge of milk 
quality control feel that the direct microscopic count, supplementing the phospha- 
tase and coliform tests, is more satisfactory than the plate count. Results are 
obtained much more rapidly, while additional information is gained concerning 
the types of bacteria present. In both States a clump count limit of 200,000 
per ml. is in force. Tiedeman (15) in New York State reports that they find 
only a slightly lower compliance with this standard than with a standard plate 
count limit of 30,000 per ml. for pasteurized milk. Such a program appears to 
furnish all the information necessary with a considerable saving in time and 
‘materials, and might well be extended to other areas. 

To summarize briefly, the work of the inspection staff may be greatly helped 


by the use of simplified tests for milk quality, both on the receiving platform 
and in the laboratory. By directing attention to those farms producing a sub- 
standard product, a higher level of quality may be attained with a great saving 
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in the time and transportation involved in the usual routine farm inspection. 
In the control of pasteurized milk supplies, the direct microscopic clump count, 
supplementing the phosphatase and coliform tests, can be substituted for the 
plate count with very satisfactory results. 
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i ew JOURNAL is fortunate in being able to present in this issue a review 

of the development of preventive medicine in Great Britain as outlined by 
Sir Arthur S. MacNalty, K.C.B., who retired as Chief Medical Officer of the 
Ministry of Health at the outbreak of the war. Less than one hundred years have 
elapsed since the first Public Health Act of Great Britain was passed, and Sir 
Arthur has been actively concerned with the development of health services for 
almost fifty years. In this review he traces the growth of public health from 
efforts in environmental sanitation to the promotion of individual health services. 
In the post-war years he foresees the utilization of all forces—environmental, 
social and individual as well as medical—to prevent and combat disease; and 
one of the first steps must be greater emphasis on the teaching of preventive 
medicine to medical students. It is most encouraging that Chairs of Social 
Medicine have already been established at the Universities of Oxford and 
Birmingham. 

The growing importance of preventive medicine has also been stressed 
recently by Dr. Andrew Davidson, Chief Medical Officer for Scotland. In an 
article entitled “The Advancing Health Front,” published in The Medical Officer 
for October 30, 1943, Dr. Davidson draws attention to the important part which 
the preventive services have played in maintaining a high standard of national 
health in spite of wartime conditions, and stresses the fact that in the post-war 
period these services must be strengthened, developed and more fully utilized. 

Today in Canada also there is the realization among those who are thinking 
of national health insurance—and the number includes leaders in all walks of 
life—that, in addition to the adequate provision of treatment services, preventive 
medicine in all its aspects must be utilized to the full, if the health interests of the 
people are to be advanced. The experience of Great Britain in the provision of 
preventive services through the Ministry of Health and through county and local 
authorities indicates what may be accomplished and our opportunity to develop 
in Canada a plan of national health insurance which will make adequate provision 
for the essential preventive services. 
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International Public Health 


THE WORK OF THE HEALTH ORGANISATION OF THE 
LEAGUE OF NATIONS IN WARTIME 


ALTHOUGH faced by the practical 

impossibility of convening inter- 
national committees and by other 
difficulties arising out of the war, the 
Health Organisation of the League of 
Nations has remained in being and has 
continued its activities as far as has 
been feasible. 

In the fourth year of the war, the 
Health Section concentrated its activi- 
ties on the two major problems facing 
health administrations, namely, the 
present food scarcity, with malnutri- 
tion in Europe, and the danger of epi- 
demic outbreaks in Europe. 


Foop Scarcity, NUTRITION AND 
HEALTH 


Although past studies and the re- 
ports of the League of Nations’ tech- 
nical and mixed committees on nutri- 
tion showed that malnutrition was by 
no means restricted to the so-called 
poorer countries or poorer classes, 
there is no doubt that under-feeding, 
with its consequent effects on health, 
has increased considerably during the 
last three years, both in extent and in 
severity. This is particularly so in 
European countries under foreign oc- 
cupation, but it is also the case in 
occupied countries of the Far East 
and among millions of refugees in 
China. 

The attention of the Health Section 
has been more especially directed to 
the first group—t.e. the European 
population—since, owing to the stra- 
tegic situation it occupies in the heart 
of Europe, it has been able to obtain 
information not only on official food 
rations but also on actual consumption 
in many countries, on the prevalence 
of deficiency diseases and on mortality 
rates, which reflect, with some lag, the 
effect of malnutrition when its severity 
exceeds certain limits. 

As international technical commit- 
tees could not be convened in a con- 
tinent where frontiers are almost im- 


possible to cross, it fell to the Health 
Section’s small staff to carry on the 
work, 


STUDIES ON MALNUTRITION AND ITs 
EFFECTS ON HEALTH IN EUROPE 


There are several means by which 
the food consumption of the popula- 
tion may be gauged. In peace-time- 
the most obvious is the analysis of 
national statistics of food production, 
imports and exports. In time of war, 
such statistics are, of course, not avail- 
able, nor would they be reliable even 
if they could be produced, as in bel- 
ligerent countries—and to a greater 
extent in occupied countries—agri- 
cultural producers do not report the 
whole of their crops. Generally speak- 
ing, the amount of food indicated on 
the ration cards does not correspond 
to the amount of food actually avail- 
able and consumed by the inhabitants. 
On the one hand, certain foodstuffs 
are not rationed and, on the other 
hand, only too often consumers simply 
cannot obtain what they are entitled 
to. Official rations are therefore not 
to be taken at their face value, al- 
though their fluctuations from month 
to month or year to year provide an 
indication of the trend of comparative 
abundance or scarcity of certain ele- 
ments in the national dietary. Con- 
sequently, only rough estimates can be 
made of actual food intake in the var- 
ious countries and amongst the various 
categories of the population, there 
being considerable differences between 
rations allowed for the various age- 
groups, and even more between food 
obtainable by the different social 
classes, as the “black’’ market is 
naturally more accessible to the well- 
to-do. The greatest difference lies 
probably between the lot of the urban 
dwellers taken as a whole and that of 
the rural dwellers, who, being them- 
selves producers or in close contact 
with producers, are as a rule able to 
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provide for themselves instead of rely- 
ing on official agencies and rations. 

Though it is at present difficult to 
determine with accuracy the actual 
food intake, it is nevertheless possible, 
from a careful perusal of the medical 
press, to gather many indications of 
value as to the state of mutrition 
amongst the populations of various 
countries. There are found to be 
reports on the reduction of infants’ 
weight at birth, on the slowing-up of 
growth in school-children, on the loss 
of weight of male and female workers 
in factories, on the frequency of var- 
ious types of food-deficiency symp- 
toms, discovered through special sur- 
veys, and, finally, on the increasing 
prevalence of famine oedema, first 
among the inmates of prisons, intern- 
ment camps and asylums, and later in 
the general population itself. Im- 
proper or insufficient feeding reacts 
eventually on the mortality curves, on 
infantile mortality, on tuberculosis 
mortality and even, when conditions 
become very serious, on the general 
mortality itself, through a general 
weakening, which influences the vari- 
ous causes of death, and through star- 
vation itself. 

The Health Section has taken advan- 
tage of the opportunity offered by the 
fact that it receives medical journals 
and statistical returns from most 
countries of Europe to study the trend 
or morbidity and mortality in their 
relation to food shortage. A first study 
was prepared early in 1942: a more 
comprehensive one is shortly to ap- 
pear in the Bulletin of the Health 
Organisation. 

Food Relief Requirements. The 
above-mentioned studies were under- 
taken because it was felt that, to help 
them to settle conflicting priority 
claims, it would be essential for the 
authorities controlling post-war food 
relief to have accurate, impartial and 
objective data on the real needs of the 
various parts of the European popu- 
lation, as demonstrated by actual 
symptoms of malnutrition. 

Alive to the necessity of knowing 
not only the aggregate amount of food 
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that would be needed by the popula- 
tions of the various European coun- 
tries when liberated, but also which of 
the food elements were most acutely 
lacking in their present dietary, British 
authorities requested the Health Or- 
ganisation to determine the latter as 
far as was practicable, so that foods 
prepared by the Allied Food Relief 
Organisation should, in the form of 
adequate complement rations, compen- 
sate present deficiencies and cure their 
ill-effects. 


This entailed, in the first place, a 
statistical comparison between, on the 
one hand, normal consumption of the 
various food elements during pre-war 
years in the different countries of 
Europe and, on the other hand, war- 
time consumption as computed from 
war dietaries, as far as these could be 
ascertained. Secondly, a study of the 
prevalence of deficiency diseases had 
to be undertaken. 


Expert advice was sought and given 
regarding the optimum composition of 
“supplementary” relief rations that 
might be distributed as soon as this 
became possible. These supplemen- 
tary relief rations were designed to 
provide in highly concentrated form 
those elements the lack, or at least the 
insufficiency, of which is most harmful 
in present dietaries: calcium and phos- 
phorus, high-class proteins, fats and 
vitamins—4.e., protective foods—be- 
sides some carbohydrates for fuel 
value. 

A representative of the Secretary- 
General who had drawn up the scheme 
and participated in the preliminary 
surveys of the nutritional situation in 
Europe was given the opportunity of 
sharing his knowledge with theTech- 
nical and Advisory Committee on 
Medical Supplies and Services and the 
sub-committees of the Allied Post- 
War Requirements Organisation in 
London, at the end of 1942, and during 
the first months of 1943. In April 
1943, he was invited by the State De- 
partment of the United States to act 
in an advisory capacity to the Office 
of Foreign Relief and Rehabilitation 
Operations and its Health Committee 
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in Washington. He also took part in 
the work of technical sub-committees 
on tropical diseases, nutrition, child 
welfare and sanitary engineering, set 
up to study the help that will have to 
be given to the authorities, as soon as 
reorganised, of the liberated countries 
to enable them, by means of adequate 
staff and supplies, to improve the 
health of the people in those territories 
where it has deteriorated as a result of 
foreign occupation. He was later in- 
vited to act as adviser on food and 
drug relief to the Lend-lease Organ- 
isation. It will be recalled that a very 
appreciable part of the supplies issued 
by that Organisation to various coun- 
tries consists of foodstuffs and medical 
stores. 

With reference to the above-men- 
tioned work, it must be borne in mind 
that during the last twenty-two years 
the Health Organisation has pursued 
its humanitarian work for the benefit, 
and with the collaboration, of all coun- 
tries, irrespective of their political 
complexion or of their status as mem- 
bers or non-members of the League. 


THE EprIpEMIC DANGER 


It was quite natural for public, and 
even medical opinion, impressed by 
the traditional memories of war epi- 
demics and by the staggering losses 
inflicted on the populations of Eastern 
Europe through epidemics of all kinds 
during the last world war and more 
particularly during its aftermath, and 
also by the coincident pandemic of 
influenza, to expect fresh epidemics to 
occur as a result of the present con- 
flict. The Epidemiological Intellig- 
ence Service of the Health Section was 
fortunately in a position to keep in 
touch with the evolution of commun- 
icable diseases in the various coun- 
tries, as most national health admin- 
trations, feeling the need for informa- 
tion as to the trend of these diseases 
abroad, kept up their collaboration 
with this Service. Its staff, having 
the benefit of long-standing archives 
and of twenty years’ experience in 
gauging the significance of epidemic 
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events, kept constant watch on the 
epidemic situation. 

The Singapore Bureau. The Eastern 
Bureau of this Service functioned for 
Eastern countries until less than a 
week before the occupation of Singa- 
pore by the Japanese in January 1942. 
After that date (in spite of the hos- 
pitality and facilities offered to the 
Director of the Eastern Bureau by the 
Australian Government), the suppres- 
sion of all trade between the areas 
controlled by the Allies on the one 
hand and by the Japanese on the 
other, and the restriction of move- 
ments within these areas to military 
traffic, with the consequent necessity 
for secrecy, made the pursuance of the 
Bureau’s activities temporarily im- 
possible. They were accordingly sus- 
pended until the return of more pro- 
mising conditions in the Orient. 

The slowing-up of postal communi- 
cations between the African and 
American continents and the seat of 
the Epidemiological Intelligence Ser- 
vice in Geneva made it difficult for 
the latter to cover these two conti- 
nents efficiently as heretofore, not- 
withstanding the regular telegraphic 
contact maintained with the Pan- 
American Sanitary Bureau. The Ser- 
vice therefore concentrated its atten- 
tion on Europe, which is particularly 
exposed to epidemics as a result of the 
war. 

The information collected on tho 
health situation in Europe was sum- 
marised in a series of notes relating to 
the prevalence, trend and probable 
course of the main communicable dis- 
eases occurring in that continent: 
typhus fever, cerebro-spinal menin- 
gitis, enteric fever, scarlet fever, 
smallpox, poliomyelitis, etc. These 
notes were published in the Weekly 
Epidemiological Record. In view of 
the interest attaching to typhus fever 
owing to its extension as a result of the 
first world war, it was made the sub- 
ject of a particular study published in 
the Bulletin of the Health Organisation 
in January 1943. This monograph 
contained, not only up-to-date :nfor- 
mation on the prevalence of the dis- 
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ease in Europe and surrounding coun- 
tries, but also technical information 
on recent methods of prevention 
applicable in the different countries, 
special reference being made _ to 
vaccination. 

This information on epidemic dis- 
ease was sent regularly, as soon as 
issued, to all health administrations— 
by air-mail to some overseas adminis- 
trations. A comprehensive survey of 
the present situation with regard to 
the vitality of the European popula- 
tions, the increased incidence of dis- 
eases favoured by malnutrition and 
the present prevalence of epidemics 
and their possible extension has been 
prepared and is to be issued in a 
forthcoming number of the Bulletin of 
the Health Organisation. 


It is felt that the facts published 
will serve both to allay exaggerated 
fears, based on erroneous premises, 
and to help national health adminis- 
trations and international organisa- 
tions dealing with medical relief to 
concentrate their means to combat 
those diseases which constitute the 
most real and most immediate menace 
to public health. 


The International Red Cross has 
availed itself of the epidemiological 
information and experience of the 
Health Section, in order to determine 
what drugs are needed for epidemic 
relief. 

Similar information and advice were 
likewise furnished to the Allied Tech- 
nical Advisory Committee on Medical 
Supplies and Services in London and 
to its technical sub-committees, the 
object being to determine what drugs, 
staff and sanitary supplies would be 
necessary to improve public health in 
the European countries when they are 
liberated. Particular attention was 
directed not only to the possibility of 
outbreaks of typhus, enteric fever, 
dysentery, diphtheria, etc., but also 
to the increased prevalence of tuber- 
culosis and malaria and to the protec- 
tion of the most vulnerable elements 
in the population—namely, pregnant 
and nursing women and infants. 
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ORGANISATION 


Apart from its work in connection 
with the above-mentioned subjects 
which, owing to the war, have ac- 
quired particular importance, the 
Health Organisation has maintained 
its activities in other spheres, so far as 
staff and circumstances (which pre- 
cluded the possibility of meetings of 
experts) permitted. 


Health Information Service 


The maintenance at Geneva of in- 
ternational health archives, library 
and staff, incited many sanitary ad- 
ministrations, research institutions, 
private health and welfare organisa- 
tions, etc., now deprived of technical 
information about other countries to 
apply to the Health Section for par- 
ticulars regarding recent developments 
concerning not only epidemic diseases 
but also other health questions. 

As many as 89 requests for technical 
documentation or information were 
received and met by the Health Sec- 
tion, from February 1942 to the end of 
June 1943. Of these requests, 14 
came from international organisa- 
tions, including the International Red 
Cross Committee and the League of 
Red Cross Societies, 27 from national 
health administrations, ministries of 
health, public welfare, colonies, etc., 
3 from regional health services, 21 
from scientific institutions, universi- 
ties and research laboratories, 9 from 
national Red Cross Societies and other 
welfare organisations, and 15 from 
other sources. 

The subject which aroused most 
interest and led to the largest number 
of requests was the effect of the war 
on communicable diseases. The ques- 
tions included: the health situation as 
a whole, anti-epidemic action gener- 
ally, or in regard to particular diseases 
and modern methods of combating 
them. Typhus, bacillary dysentery, 
diphtheria and smallpox received 
most attention. Nutrition, feeding 
and dietary came second. Other 
questions related to the various 
branches of hygiene: public health 












Jan. 1944 


administration, housing, eugenics, 
mental, individual, international, ma- 
ternal, rural, or tropical hygiene. In 
all, 32 requests were concerned with 
hygiene in its different aspects as 
against 57 relating to epidemic dis- 
eases and sanitary statistics. 


International Nomenclature of Diseases 
and Causes of Death 


A number of requests for informa- 
tion and advice regarding medical 
nomenclature came to the Health 
Section as the result of the important 
part it had played in the preparation 
of the last two decennial revisions of 
the International Lists of Diseases 
and Causes of Death. Advice was 
sought as to the methods of compiling 
hospital records, surgical procedures, 
the classification of causes of death, 
and the nomenclature of communi- 
cable diseases. 

A study, made at the request of the 
International Red Cross, on the signi- 
ficance of names of communicable 
diseases in various languages was 
amplified and extended so as to form 
the basis of a comprehensive glossary 
of the communicable diseases, in 
twenty-four languages. This glossary, 
with its index of some 5,000 terms, is 
to be published as a special number of 
the Bulletin of the Health Organisation. 


Biological Standardisation 


Notwithstanding the war, the De- 
partment of Standards of the National 
Institute for Medical Research at 
Hampstead and the State Serum 
Institute at Copenhagen have con- 
tinued, on behalf of the Health 
Organisation of the League of Nations, 
to prepare biological standards and 
distribute them regularly to the na- 
tional institutes and laboratories en- 
trusted with the control of drugs and 
sera. The standards selected, after 


years of patient study by the Per- 
manent Commission on Biological 
Standardisation, now include 15 cura- 
tive or protective sera, 9 hormones, 
5 vitamins and 5 other drugs, which 
require animal tests for their titration. 

In addition, the National Institute 
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for Medical Research took the initi- 
ative in 1942 of setting up a standard 
preparation and international unit for 
heparin, a substance which prevents 
the coagulation of blood and which is 
more and more used in both ordinary 


and war surgery. This standard and 
international unit will have to be 
formally approved and adopted after 
the war, when the Permanent Com- 
mission on Biological Standardisation 
meets. Meanwhile, the initiative 
taken will prevent the introduction 
into the practice of the various labor- 
atories of units based on different 
biological criteria and therefore diffi- 
cult of comparison among themselves. 


Notwithstanding the war, research 
has continued on several subjects on 
the agenda of the Permanent Com- 
mission. Among these subjects are 
the nature of the toxins produced by 
the tetanus germ and by Bacillus 
perfringens, one of the agents of gas 
gangrene. These studies are described 
in a series of articles that are to appear 
in a special standardisation number of 
the Bulletin of the Health Organisation 
now in the press, together with a gen- 
eral survey of the recent progress in 
biological standards. 


It may be mentioned that a stock of 
the various standards prepared by the 
Hampstead Institute has been consti- 
tuted in Geneva. 


Unification of Pharmacopeix 

It will be recalled that, before the 
war, the Health Committee of the 
League undertook the task of collect- 
ing the elements-for an international 
pharmacopoeia. It was intended to 
unify and standardise the main phar- 
maceutical preparations throughout 
the world and to make their manu- 
facture by the chemical industry sim- 
pler and more economical. 

A last revision of the eighty-five 
monographs completed to date on the 
most important drugs was considered 
necessary. This revision has been 
continued in 1942 and 1943 in both 
London and Philadelphia, while a study 
of the melting points which permit 
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identification of some of these drugs is 
now being carried out at Zurich. 

It is hoped that this may pave the 
way for a more rapid resumption of 
progress after the war, when the re- 
opening of communications will make 
it possible to convene the Committee. 


Malaria 


Circumstances have so far pre- 
vented the Malaria Commission from 
meeting. The reduction in anti- 
malaria work, the lowered nutritional 
level of populations, migrations and 
the scarcity of quinine and other cin- 
chona derivatives since the occupation 
of the main producing country 
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Java—by the Japanese, have already 
resulted in an increased incidence of 
malaria in a number of countries. The 
accentuation of these factors might, at 
the close of the war, be responsible for 
actual epidemics breaking out, as they 
did at the end of the first world war. 

Without waiting for the time when 
the Malaria Commission could meet, 
a number of its members have been 
asked for their advice regarding the 
possibilities of mass treatment with 
the synthetic drugs capable of re- 
placing quinine, and particularly ate- 
brin. This enquiry was carried out at 
the instance of an American Govern- 
ment relief agency. 


Books 


Virus Diseases. By members of the 
Rockefeller Institute for Medical 
Research: Thomas M. Rivers, Wendell 
M. Stanley, Louis O. Kunkel, Richard 
E. Shope, Frank L. Horsfall, Jr., 
Peyton Rous. Ithaca: Cornell Uni- 
versity Press, 1943. 170 pages. $2.00 
(U.S. funds). 

THis volume presents the six 
Messenger lectures delivered by mem- 
bers of the Rockefeller Institute at 
Cornell University in 1942. Each 
lecture is complete in itself and there 
is no theme common to the various 
topics discussed. This variety of sub- 
jects, involving different techniques, 
approaches and points of view, serves 
in a striking manner to emphasize the 
range of present-day virus research 
and the diversity of problems encoun- 
tered in this field. 

The first lecture, ‘Virus Diseases 
with Particular Reference toVaccinia”’, 
by Rivers, commences with a rela- 
tively brief discussion of immunity in 
virus diseases. The author emphas- 
sizes, as he did in his Lane lectures, 
that ‘following certain virus diseases, 
the prolonged or enduring immunity 
is probably due to a long-term sojourn 
of the virus in the host or its persist- 
ence throughout the host’s life.’””’ The 
larger part of the article is devoted to 


vaccinia virus. The complex anti- 
genic structure, physical properties, 
chemical nature and physical structure 
of this virus are presented in an excel- 
lent summary. The extensive, de- 
tailed information regarding the anti- 
genic complexity and chemical con- 
stitution of this virus, which, by the 
way, contains significant amounts of 
copper, biotin and a flavin component, 
supports the view that a virus of this 
type is a “midget of the microbial 
world’”’. Such viruses have probably 
devolved from bacteria which have 
become parasitic to the extent of being 
unable to reproduce except in the 
highly specialized environment of the 
interior of the susceptible host cell. 
Rivers, however, emphasizes the di- 
versity of viruses and expresses his 
opinion that “‘still others may be 
fabrications of the host’s cells, aided 
by the processes of autocatalysis’’. 
In the second lecture Stanley dis- 
cusses “Chemical Structure and the 
Mutation of Viruses” and summarizes 
many interesting, recent observations 
concerning tobacco mosaic variants. 
Variants of this virus, which have been 
available in sufficient quantity for 
chemical analysis, show significant 
quantitative differences in their amino 
acid composition. These differences 
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suggest a biochemical approach to 
mutation problems. Strains of to- 
bacco mosaic virus can be chemically 
altered within certain limits with- 
out loss of infectivity; for example, 
by the oxidation of sulphydryl groups 


or the production of acetyl and 
phenyl-urido derivatives. None of 


these modifications are hereditable, 
for the altered virus reverts to its 
original chemical form when pro- 
pagated in susceptible plants. How- 
ever, in one instance a_ modifi- 
cation in relative virulence for two 
different species of host plants was 
observed. The biochemical approach 
to the mutation problems of the heavy, 
crystallizable nucleo-protein viruses 
is a fascinating one, but is not at pre- 
sent applicable to the ‘‘midget mi- 
crobe”’ group of viruses. One possible 
pitfall in the biochemical approach is 
not discussed. This is the possibility 
that chemical substitution of amino 
or other groups may result in selective 
inactivation of the dominant mutant, 
with survival of active molecules of a 
variant which arises at a low but con- 
stant mutant rate. Substitution would 
thus be followed by an apparent here- 
ditable change, but subsequent chem- 
ical analysis of the variant thus 
obtained would indicate the occur- 
rence of selective inactivation. Selec- 
tive inactivation by chemical meth- 
ods would, of course, provide another 
avenue of approach to mutation 
problems. 


Kunkel covers an important aspect 
of plant virus research in his lecture on 
‘New Hosts as a Key to Progress in 
Plant Virus Disease Research.” In 
many instances the important part of 
the problem is not so much the dis- 
covery of new host plants but the dis- 
covery of effective means of trans- 
mission to plants which can be used 
conveniently in experimental studies. 
Many plant viruses cannot be trans- 
mitted by means of plant juice. In 
such cases transmission can be se- 
cured, if at all, only by grafting or 
insect vector methods. Even where 


applicable, such methods have dis- 
tinct limitations. 


The independent 
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discovery by Bennett and Johnson in 
1940 that dodder and other parasitic 
plants of the genus Cuscuta would 
transmit certain difficult viruses, is 
therefore of great significance. Kunkel 
gives a number of examples of the 
importance of this discovery. 

Food for thought, for the epidemio- 
logist in particular, is provided in 
Shope’s provocative lecture on“Swine 
Influenza’”’. The epidemiology of swine 
influenza is unorthodox in three re- 
spects. This virus has an intermed- 
iate host, the lung worm, which in 
turn has the earth worm as its inter- 
mediate host. There is no chrono- 
logical relationship between the seed- 
ing of the virus in swine, which occurs 
when the lung worm meets its mam- 
malian host, and the onset of the epi- 
zootic. Further, there is the lack of 
direct continuity between cases. Shope 
draws an ingenious parallel between 
the epidemiology of swine influenza 
and 18th century concepts of the 
epidemiology of human _ influenza, 
which postulated a multiplicity of 
causes, ‘‘remote”’, ‘exciting’, ‘“‘pre- 
disposing” and “‘proximate’’. 

Horsfall’s judicious review of ‘“‘Hu- 
man Influenza” presents a sharp con- 
trast to the preceding discussion of 
swine influenza. It is an excellent 
summary of the problems and our 
present knowledge of pandemic, en- 
demic and epidemic influenza. The 
results of vaccine prophylaxis of 
human influenza are critically re- 
viewed. The author concludes with 
the statement that: ‘It should be 
apparent that this clinical symptom 
complex presents still a huge field of 
unsolved problems.” 

The series concludes with a discus- 
sion of viruses and tumours by Rous. 
This is perhaps the most difficult field 
of virus investigation. The relation- 
ships between viruses and neoplastic 
growths may be classified as provo- 
cative, determining and actuating. Ex- 
amples of all three relationships, which 
are discussed by Rous, are provided 
by rabbit papilloma virus. This virus 
is the actuating cause of rabbit papil- 
loma. It may infect tar and benz- 
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pyrene tumours and thus become the 
determining cause of the resultant 
changes in appearance and behaviour 
of the tumours. Rabbit papillomas 
may undergo carcinomatous change; 
in this instance the virus is the pro- 
vocative cause of the carcinoma. In 
summing up, Rous states that “‘with 
so much uncertain, it is easy to sup- 
pose all tumours to be due to viruses; 
yet it may be easier than it is wise.”’ 

This volume requires no recom- 
mendation to those who are familiar 
with the achievements of the six con- 
tributors. It deserves a wider circle of 
readers, for it provides an interesting 
and stimulating account of what has 
been accomplished in certain fields of 
virus research in recent years. 


James Craigie 


Introduction to Medical Science on a 
Basis of Pathology. By Charles G. 
Darlington, M.D., and Grace G. 
Appleton, M.A., R.N. Montreal: 
J. B. Lippincott Company, 1948. 
446 pages. $3.25. 


THIs is an elementary text-book for 


nurses, designed to bridge the gap be- 
tween the basic science courses of their 
early training and the clinical subjects 


which they encounter later. The at- 
tempt here is to do this by providing a 
background of pathology sufficient to 
explain that departure from health 
which is disease. 

The book is divided into three 
parts. Part One deals with the his- 
tory of medicine, the causes of disease, 
the manifestations of disease, diag- 
nosis, treatment and prevention. In the 
major section, Part Two, pathological 
conditions of the various systems of 
the body are described in terms of the 
disease process as well as the pathology 
of certain bacterial and parasitic in- 
fections. Part Three is devoted to 
clinical laboratory procedures, tissue 
examinations, autopsies and records. 

The scope and arrangement of ma- 
terial in this book are excellent and it 
would appear likely to fulfil its purpose 
admirably. Detailed treatment of the 
subjects has not been attempted since 
the text is not designed for advanced 
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classes. Accuracy, however, does 
seem to have been well maintained. 
One could question the terminology 
used in some instances, such as “Strep- 
tococcus haemophilus erysipelatis.”’ It 
is surprising to find the term in use in 
view of the recent marked advances in 
our knowledge of the streptococci. 
The laboratory section on the whole 
is good, though perhaps too cursory in 
places. For instance, in urinalysis 
casts are named but lack description 
by which they might be recognized or 


differentiated. 
F. O. Wishart 


Laboratory Diagnosis of Protozoan 
Diseases. By Charles Franklin 
Craig, M.D. Toronto: The Mac- 
millan Company of Canada Limited, 
1943. 337 pages. $5.16. 


A COMPANION to Clinical Parasi- 
tology by Craig and Faust, a new 
edition of which has also been pub- 
lished recently, Laboratory Diagnosis 
of Protozoan Diseases isa valuable book 
for workers in protozoology and public 
health laboratories who are engaged in 
making routine diagnoses of protozoan 
diseases. Dr. Craig, who is an auth- 
ority on his subject, describes the 
laboratory methods used in the study 
and diagnosis of protozoan diseases, 
and at the end of each chapter gives 
a critical review, indicating the me- 
thods which he has found most useful 
during his forty years’ experience. 

The book is divided into six parts: 
Amebiasis and Intestinal Flagellate 
Infections, Leishmaniases, Trypano- 
somiases, Coccidiosis, Malaria, and 
Balantidiasis. Each part includes de- 
scriptions of the parasites, methods of 
laboratory diagnosis, methods of pre- 
paring material for examination, and 
a critique of the methods. In addition 
to four plates in colour, many of the 
parasites are illustrated by photomi- 
crographs or line drawings. An exten- 
sive list of references, arranged by 
subject, is appended. 

This useful book is to be recom- 
mended and there is little to criticize 
although it is questionable whether 
some diagnostic methods warrant the 















Jan. 1944 





space devoted to them. For example, 
the description and discussion of the 
complement fixation tests for ame- 
biasis extend over twenty pages, al- 
though the test is impractical unless 
carried out by a skilled and experi- 
enced worker. 


Lengthy descriptions 










A Common Cause of Diarrhoea, 
Vomiting, and Dehydration in 
Infants 


From his experience at the Royal 
Liverpool Children’s Hospital during 
the last twenty years, the author con- 
cludes that many infants dying from 
diarrhoea, vomiting, and dehydration 
have had in addition bilateral mas- 
toiditis. This mastoiditis is caused by 
milk, vomit or infected mucus entering 
the Eustachian tube in children either 
too young or too ill to sit up and who 
consequently are often fed while lying 
on their backs. The condition occurs 
chiefly in bottle-fed infants. Inflam- 
mation in the mastoid area leads to 
referred stimulation in the gastro- 
intestinal tract. 

Diagnosis of the mastoiditis is dis- 
cussed in detail, preventive measures 
suggested, and treatment outlined. In 
this condition operative interference is 
imperative. In over 2,000 cases of 
progressive mastoiditis 80 per cent 
recovered after operation, without 
which all would have died. 


Percival W. Leathart, Brit. M.J., 1943, Aug. 7, 
p. 168. 


Clinical Signs of Diphtheria in 
Inoculated Children 

THE material for this paper was 
obtained by observation of 50 cases 
of diphtheria in inoculated persons. 
Reasons for the occurrence of the 
disease in inoculated persons are first 
of all outlined and in this connection 
a review of various reports on the 
duration of immunity is presented. 

The outstanding difference between 
typical diphtheria and diphtheria in 
inoculated persons was in the char- 
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of this and some of the other tests in 
the book are valuable to the proto- 
zoologist, however, as they point the 
way to further work which may lead 
to discoveries and so make the tests 
more practical and therefore more 
useful. A 


« Murray Fallis 





acteristics of the membrane. This 
matter is discussed in detail and re- 
lates to the appearance of the mem- 
brane, its distribution and extent, rate 
of spread and adherence to underlying 
tissues. Other features mentioned are 
oral factor, adenitis, febrile reaction, 
oedema of the soft palate, faucial pil- 
lars and uvula, nasal discharge and 
cardiac and paralytic complications. 
The onset of the disease in these 
cases varied from 3 months to 6-2/3 
years after the inoculation. In all but 
one case the inoculation was complete. 
Gravis strains accounted for 78 per 
cent of the cases, intermedius 18 per 
cent, and mitis 2 per cent. In all in- 
stances the virulence test was positive. 
As the throat lesions often resembled 
follicular tonsillitis, the possibility of 
tonsillitis in diphtheria carriers was 
considered and ruled out on clinical 
grounds as well as by means of the 
Schick test. Comparatively small 
amounts of antitoxin were used in 
treatment and there were no fatal 
cases. 
C. Neubauer, The Lancet, 1943, Aug. 14, p. 192. 


Acute Lymphocytic Meningitis in 
“Epidemic Catarrhal Jaundice” 
Tuis article calls attention to an 
infectious disease characterized by 
acute gastro-intestinal disturbance 
and frequently jaundice, obstructive 
in type. Three distinct forms of the 
disease were observed: (1) the diar- 
rhoeal groups, (2) the vomiting group, 
(3) the jaundiced group. The author 
feels that the terms ‘‘epidemic catar- 
rhal jaundice” and “infective hepa- 
titis” are undesirable since they give 
a false impression of the disease they 
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represent by failing to include the 
diarrhoeal and gastric cases. It is felt 
that this disease is a general virus in- 
fection, such as influenza, in which the 
primary site of invasion is frequently 
the gastro-intestinal tract, and that 
“influenzal jaundice’’ or ‘hepatitis’, 
using the term “‘influenza” in a generic 
sense, would give a clearer conception 
of the disease. The cases without 
jaundice might readily be confused 
with some type of food poisoning. 
Stool cultures taken in several typical 
cases of the diarrhoeal group revealed 
no pathogenic bacterium. 

During the period of prevalence of 
the disease, one case of acute lymph- 
ocytic meningitis was seen associated 
with definite jaundice. It is suggested 
that the meningitis is a complication 
of a general infection just as is the 
hepatitis. 

John Waring, Brit. M.J., 1943, Aug. 21, p. 228. 
Meningococcic Meningitis and 
Septicaemia 

EXPERIENCE with meningococcal 
infections in an army command forms 
the basis for a survey of the whole 
subject in this article. It is noted that 
an oubreak is preceded by an increase 
in sporadic cases and is associated 
with a pronounced increase in infec- 
tions of the respiratory tract which in 
turn leads to a great increase in the 
carrier rate. New troops arriving at 
an army post under such circum- 
stances offer suitable soil for the oc- 
currence of the disease and even the 
carrier state may progress to clinical 
forms of meningococcic infection dur- 
ing periods of fatigue and exposure. 

In a seven-month period, December 
1942 to June 1943, there were 1935 
cases with a mortality of 3.3 per cent. 
The greatest number of cases occurred 
in March and April. Two-thirds of 
the cases and 80 per cent of the deaths 
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occurred among new unseasoned 
troops (less than three months’ ser- 
vice). The mortality rate fell sharply 
as awareness of the situation led to 
early diagnosis and prompt institution 
of adequate therapy. In the first 
month of this study the mortality rate 
was 12.8 per cent for 86 cases and in 
the last month 1.5 for 133 cases. 

The various clinical forms of the 
disease are discussed, together with 
their diagnosis. Emphasis is given to 
the basic septicaemia and the diag- 
nostic importance of the rash. Com- 
lications were rare, recovery usually 
being complete. Gross haemorrhage 
into the adrenal glands was one of the 
outstanding post-mortem findings 
Group I meningococcus was the pre- 
dominant organism. 

While treatment consists primarily 
of the administration of sulfadiazine, 
the practice varies for the different 
forms of the disease, and a detailed 
discussion is presented. Additional 
therapeutic measures are also de- 
scribed. An interesting point is that 
the carrier state is apparently easily 
cleared up by small doses of sulfa- 
diazine. While final proof of the 
benefit of meningococcus antitoxin 
was wanting, the group of patients 
with septicaemia were thought by 
some medical officers to show bene- 
ficial results. 

From the above experience the 
author feels that it is possible by im- 
proved methods of treatment and 
prophylaxis to compensate for the 
rapid training of unseasoned troops 
which involves fatigue, exposure and 
crowding. Apart from the occasional 
fulminating case, the mortality rate 
should be held to very low levels by 
means of early diagnosis and thorough 
treatment. 

Henry M. Thomas Jr., J.A.M.A., 1943, 123:264. 





